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USE OF TERMS AND NAMES 
In this thesis distinctions on the basis of race have sometimes been made by the 
author. This should not be taken to confer political legitimacy on these 
categories. Nevertheless the legacy of the South African Apartheid system of 
racial discrimination is that differences in disease patterns. health knowledge 
and access to health services have a racial basis to them. Most references on the 
basis of race are to African women who are representative of the most 
disadvantaged women in South Africa. In terms of previous South African 
legislation, all people not classified white were disenfranchised and suffered 
racial discrimination under Apartheid. Therefore where relevant to, highlight 
differences, the term black is used to refer to African. coloured and ASian people 
collectively. 
In the period during which the research for this thesis was conducted and 
written up South Africa has been transformed into a non-racial democracy. 
Reflecting this, changes have occurred in the names of various geographic areas 
of the country as well as in the names of some health and local authorities that 
existed at the time the research was conducted. In the text reference is made 
therefore to former 'homelands'·. the former Transkei and the fonner Ciskei (the 
latter two are now part of the Eastern Cape Province) for example. In addition, 
there may be inconsistencies in the names of the health authorities referred to. 
The tenn 'homelands' is used to refer to the impoverished rural areas to 
which African people were llmited in owning land under the racial segregation 
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This thesis examines the social determinants of women's health status, health 
knowledge and knowledge and use of health services in a peri-urban area, using 
Kbayelitsha in Cape Town, South Africa as a case study. 
It argues for the importance of women's health as a specific focus, looks at some 
trends in women's health internationally over the past two decades and reviews 
the main factors affecting women's health. Some key issues in women's health 
of special relevance to developing countries such as South Africa are discussed. 
There is a special focus on newly urbanised women in peri-urban areas. 
Against this background the results of a community-based survey, preceded by 
indepth interviews, and conducted amongst 659 women in Kbayelitsha in 1989 
and 1990 are presented. Data collected were statistically analysed using 
unIvariate, bivariate and multivariate analysis. , ...... 
A number of priority social and health problems are identified: poverty; poor 
environmental conditions; lack of education, partlcularly skills training 
appropriate for finding work and the subordinate social status of women. Major 
health concerns included reproductive tract infections, especially sexually 
transmitted diseases, infertility, contraceptive use and ante-natal care during 
pregnancy. There were inadequacies in cervical screening conducted by health 
services and deficiencies in respondents' knowledge of AIDS. cervical smears 
and where to obtain various health services . 
. Young, newly urbanised women, living in the poorly serviced and unserviced 
informal housing areas were partlcularlyvulnerable in their socio-economic and 
health status within a peri-urban African community such as Khayelitsha. They 












.;",r. Some recommended interventions focussing on certain of these areas are 
suggested. It is argued that changes in the provision of women's health services 
within a primary health care setting can only be part of the process of improving 
women's health. Improvements in women's economic status and their social 
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This thesis has its origins in research in which I have been involved in the 
Kbayelitsha Women's health and Urbanisation Project in the Department of 
Community Health at the University of Cape Town. The project fonned part of 
the National Urbanisation and Health Programme of the South African Medical 
Research Councll, which supported it financ1ally. 
Khayelitsha is a large peri-urban African settlement Situated 32lan from central 
Cape Town, in South Africa. It was established in 1983 and current estimates 
of its population range from a quarter to more than a half m1l1ion residents. 
It is an area of rapid growth and continuing urbarusatlon. It was oI1g1nally 
established by the previous Nationalist party governmentwtth the aim of moving 
the populations of the other Cape Town African townships ofLanga. Guguletu 
and Nyanga there·. In addition the previous government wanted to dismember 
the politicallyvolatUe tnfonnal settlement of Crossroads and resettle most of its 
inhabitai!lts in Khayelitsha. While this latter plan culminated successfully in 
1986, the fonner aim was abandoned due to its political non-viability'. 
The history of Khayelitsha is inextricably bound up with the demise of Crossroads 
in 1986. IIi 1986 civil conflict broke out within Crossroads, which had long been a 
'thorn in the side' of the former Nationalist Party government due to its political 
militancy. A conservative grouping known as the 'witdoeke' ("white head-scarves') 
waged battle with progressive groupings (known as the .. comrades') who were 
aligned to the broad anti-apartheid democratic movement. The former were 
assisted by the police. Areas in which the progressive groupings lived were 
decimated and thousands of their supporters forced to flee Crossroads. Some of 
these refugees set up new informal settlements close to Crossroads. Large numbers 
took refuge in informal settlements in Khayelitsha. The Greenpoint area in 
Khayelitsha was originally entirely settled by refugees from the Civil strife in 
** Crossroads . 
• Under the former National Party governnJent's Apartheid policy a residential segregation 
law. known as the Group Areas Act was enacted. This law forced J}frlcan people (as well 
as others who were classyzed under Apartheid legislation as not white) to live 
in specyzcally demarcated residential areas. They were prohibited from 
residing outside these areas. 
** A more ~etailed recount of the civil conflict in Crossroads can be found in Colel and 












Khayel1tsha consists ofpredomtnantlyinfonnalhousing. the majority of residents 
living in shacks (corrugated iron. wood and plastic construet1on) on serviced 
stands. The first area settled is an area known as Site C (FIgure 1) which was 
originally an area of legalised squatting accomodatlng a group called the 
Cathedral- squatters who left Crossroads and moved to Khayelitsha on the basis 
of a government promise to legal1se their urban status prior to the l1ft1ng of1nflux 
control legIslation 1.2. Because of the rapid tnflux of residents to the area and the 
shortage of serviced stands. many have settled on sItes without any services. 
and in areas not designatea for housing. Within Khayel1tsha there is also a 
funited amount offonnal housing. A detailed description of Town 1 ofKhayel1tsha 
in which this study was conducted is provided in Chapter 3. 
Two outpatient curative state health centres (Day HospItals ) exist in Khayelitsha. 
There are a number offixed facility and mobne preventive health cl1n1cs (Family 
planning. Tuberculosis. ChUd Health·and Sexually Transmitted diseases) run 
by local government. A Mid-Wife Obstetric Unit. run jointly by Groote Schuur 
Hospital and the Department of Obstetrics and Gynaecology at the University 
of Cape Town. is located adjacent to one of the curative health centres and 
provides ante-natal and obstetric services. At the time of the study there were 
12 General Practioners based in Khayelitsha3 • There were also a number of non-
governmental health projects. prtmarJly engaged in preventive and health 
promotion work. State health services in Khayelitsha are fragmented. run-down 
and inadequate in serving a population the size of Khayelitsha and constitute 
an example of the legacy of the ApartheId health system. 
When this study was planned. little avallable information existed on the health 
status and lmowledge and use of health serviCes by women living in peri-urban 
areas such as Khayelitsha. S1m1larly. there was little information on their socio-
demographic and economic status. 
The growing concern internationally and nationally with the health of women 
and the effects ofurbantsation on health which wU1 be described in Chapter 2, 
makes Khayel1tsha an appropriate setting for providing information on the 
social determinants of the health of peri-urban African women in South Africa . 
the name comesftom having had a live-In protest against the inflUX control laws in the St 











1.2 AIMS AND OBJECTIVES 
The aim of the study was to examine the social determinants of the health of 
women in Khayelitsha. 
The objectives were: 
To describe the components of women's social posit1on in Khayelitsha. 
1.1 Environmental and household factors were examined through 
establishing: 
- g~ographical area of residence 
- housing type 
- housing tenure 
- household size 
- household composlt1on 
1.2 An individual social profile of women was provided in tenns of: 
- age 
- marital status 
- education 
- employment status 
- income 
- urbanisation status 
- and social well-being status 
2. To determine factors affecttng ,the health status of women in 
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- pregnancy outcomes 
- loss of a live-born chUd 
- place of birth of last born child 
- use of contraception 
- types of contraception used 
- attendance of ante-natal care 
- intended and actual use of health services when ill 
- types of acute, chronic and gynaecological illness 
- incidence of acute, chronic and gynaecological illness 
- awareness and experience of cervical smears 
- knowledge of where to go for various health needs 
- and awareness and knowledge of AIDS and its prevention. 
3. To examine to what extent women's social position, as described, affects 
their health status and knowledge of and use of health s~rvices as 
~ 
described. 
Definitions of all variables for the data collected are contained in Chapter 3. 
As this thesis focuses only on those aspects of women's social position and 
health defined in the objectives, it does not represent an exhaustive study of 
women's health in Khayelitsha, but is rather an attempt to illuminate some key 
aspects. 
1.3. STUDY PROCESS 
The 1n1tial stages of work on the project involved becoming famlliar with the 
study area. ConSiderable time was spent planning and making contact with key 
informants in the community and with health service providers. A wide variety 
of health and community groups, organisations and knowledgeable individuals 












Links were established with communItyorgantsations and development agencies 
In order to facilitate access to the community and to ease the conduct of the 
study. State and non-governmental health services were consulted In order to 
Identify relevant health problems, to assess the problems they face and to 
discuss their capacity to cope with any practical health Interventions that could 
flow from the study. 
Consultations were followed by exploratory In-depth Interviews with key 
Informants tri Khayelltsha. The qualitative Information gamed through these 
Interviews provided the basis for the formulation of questions Included In a 
structured questionnaire, admlnlstered via a Household Interview survey and 
conducted amongst a random sample of800 households In To n lofKhayelltsha 
between September 1989 and February 1990. A copy of the questionnaire used 
appears In Appendix B. This cross-sectional, descriptive study almed to provide 
generallsable Information about women's soclo-economlc and health status. 
;..;. 
The survey provided the findings on which the bulk of this thesis Is based. 
The survey findings were obtained as a result of team work co-ordlnated or led 
by the author and Included a fellow senior researcher and thirteen fteldworkers 
selected from women resident within Khayelltsha. Research tralnlng was 
provided for fteldworkers. Efforts were made to include field staff in the research 
process and thus to develop research capacity and skills within the Khayelltsha 
community. 
In 1991, Interviewers returned to the same households in which they had 
interviewed respondents In 1989 In order to distribute pamphlets contalnlng the 
overall results of the survey. This was In ful:ftllment of an undertaking made at 











Reports conta1ning results of the study were disseminated to the community 
and non-governmental and state health services in KhayeUtsha with whom the 
original consultations relating to the study had taken place. 
1.4 CONCLUSION 
The body of the thesis is to be found in Chapters 5 through 9, where the findings 
of the survey are presented and discussed. Chapter 2 is an attempt to situate 
the survey results within the broader context of women's health internationally 
and in South Africa. Chapter 3 describes the study methods used and Chapter 
4 presents and discusses the findings of the tn-depth tnterviews conducted prior 
to the survey. Chapter 10 concludes the thesis and provides some suggestions 
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The first part of this chapter defmes women's health and provides a rationale for 
studying its importance. Changes in the focus of women' health research are 
explored and gender differentials in mortality and morbidity discussed. 
. --- -
Factors influencing women's health are also dealt with. The socio-
economic and political determinants of women's health are examined in the 
following categories: women's work. income. political status. education. social 
status and environmental conditions. As the study that forms the bulk of this 
thesis was undertaken in Khayelitsha, a mpldly grOwing pert-urban area, With 
in-migration from rural areas. there is also a sub-focus on urbanisation and its 
influence on health. 
The second part ofthis chapter discusses some key areas of women's health. The 
areas chos~ are of importance to women's health in general and have either 
direct otcontextual relevance to areas of women's health which fonned the basis 
of enquiry of this study. These include in the area of reproductive health: fertility 
and contraception. reproductive tract infectlons.infert1l1ty. menstrual problems. 
maternal health. and gynaecological cancers (cancers of the cervix and breast). 
Some neglected areas of women's health are explored. including: women and 
work and violence against women. Given that fewer women live tlll old age in 
developing countries due to mortality as a result of reproductive health 
problems. particularly pregnancy-related to problems. reproductive health 











Throughout, there is a primary focus on women in developing countries and in 
South Africa in particular. 
2.2 PART 1: DEFINING WOMEN'SHEALTIIAND DETERMINING FACTORS 
2.2.1 WOMEN'S HEALTH: DEFINITIONS AND OPERATIONALISATION 
Women have both generalllealth needs common to all people as well as specific 
health needs. Women's health problems are those which are either exclusive to 
women due to biological differences between the sexes or health problems or 
illnesses which are more prevalent in women or are experienced differently or 
more severely by women. 
Untll the mid-1970's, women's health concerns and women's health needs were 
largely confined to maternal and child health (MCH), or to those activities related 
~ 
to pregnancy and childbirth. This led to a focus on fertll1ty and· maternal 
morbidity and mortality. Hollowayl suggests that" Social customs, health 
poliCies and a largely male medical community have tended to treat women as 
wives or wombs and little else". The preoccupation with women's health only in 
relation to bearing children, has led to neglect of a broad range of women' s health 
issues, as well as neglect ofpartlcular categories of women in theft pre or post 
reproductive years (adolescence or old age). Minimal attention has been paid 







diagnosis and care of women with AIDS 
cancer of the cervix in middle-aged women 
diseases which are more prevalent in women such as osteoporosis, 
cardiovascular disease post-menopausally, immunologic diseases, mental 
disorders and Alzheimer's diseas& 














sexually transmitted diseases 
the damaging effects of illegal abortion 
and female genital mutilation. 
Current definitions of women's health focus on .. her total well-being, not 
determined solely by biological factors and reproduction, but also by the effects 
of work load, nutrition, stress, war and migration among others"2. The move 
away from a biological model is common to the study of health as a whole, with 
the health of all people being viewed as situated within a socio-economic and 
political context. Health is defined by the World Health Organisation as not only 
the absence of disease or In:flrmjty but emotional and social well-being too3 • 
However, as documented later In this chapter, the structured Inequality 
between men and women has an additional major impact on women's health. 
The changes In women's health enquiry have occurred for the most part because 
of changes l.n women's health status and their socio-political status In developed 
..... 
countries. Dramatic changes have occurred In women's health during the last 
fifty years, leading to higher life expectancy. Improvements are attributable to 
economic development and changes In women's social and political status as 
well as improved health technology and health care deliverr. A decrease In 
fertllity and safer childbirth has led to lower maternal mortality. For example In 
the United States, less than 2% of deaths In 1975 amongst women In the 
reproductive age (15-44 years) were attributable to pregnancy or contraception5 • 
During the last decade, greater organisation and empowerment of women has 
led to a concern with gender issues which has broadened the scope of women's 
health enquiry. Women's struggles for equality In developing countries have 
contributed to the concern with gender-issues In women's health. 
• Sex differences are biological, based on differences in the anatomical structure and 
physlologicalfunctloning of female and male bodies. Gender in this thesis is used to 
denote the collapsing of biological differences by society into social differences between 
women and men. These social differences do not infact derlvefrom biological differences 











Improvement in women's health status has lagged behind in developing 
countries. The United Nations Decade for Women between 1976 and 1985 was 
declared in recognition of the urgent need to improve the situation of women, 
particularly in developing countries. Worldwide women share a common 
experience of occupying subordinate positions In most social and cultural 
contexts. However, large differentials exiSt between women internationally on 
the basis of race, class and geography. These differences exist between the richer 
and poorer countries, as well as within countries1.U • Wh11e infant mortality fell 
by 50% and fertility rates fell by 40% in developing countries between 1962-
1992, maternal mortality has remained high8 • Maternal deaths In developed 
countries are 26 per 100,000 Uvebirths, while In developing countries there are 
420 per 100,000 Uvebirths4 • 
The health of women In developing countries is still pr1martly affected by 
problems of childbearing and diseases of poverty such as communicable 
.,...~ 
diseases and undernutrition7.8. A third of the healthy days of Ute lost to women 
in the 15-44 years age group in developing countries is accounted for by 
reproductive health problems such pregnancy related compUcations, sexually 
transmitted diseases including HIV and genito-urtnary problems8 • While 
reproductive health remains a concern of women's health In general It is ofmajor 
concern In an examination of women's health In developing countries. 
Reproductive health includes physical, mental and social well-being in all 
matters relating to the reproductive system and in Its functions and processes9 • 
Important areas of women's reproductive health are: maternal health 
(preconception, ante natal care, deUvery and post natal care, including lactation), 
fertlllty regulation, abortion, lnferttUty, sex education, sexually transmitted 











The approach to women's health which emerged In the 1980's emphasises that 
it is subject to socio-economic, cultural, physical and environmentaltnfluences 
tbrou&bout the Ufe-cycle. A life cycle approach to women's health takes Into 
account both the speciflc and cumulative effects of poor health6 • Many 
problems begin In chUdhood or adolescence and have effects on later health 
problems. For example, Inadequate nutrition In childhood or adolescence can 
lead to anaemia or stunting which can cause complications In childbirth. 
Insuftlcient calcium can lead to osteoporosis In later life6 • 
Since the late 1980's, there has been a growtngbody of women's health research 
In South Africa with African women, particularly those In rural and peri-urban 
areas, identifled as an especially disadvantaged and vulnerable group 10 • 
South Africa reflects patterns' of socio-economic and politicru status and health 
of both the developed and developing worlds. While all women In South Africa 
suffer gender diSCrimination, the extent of this varies by class and race and stark 
;..,. 
differentials exist between white and black women In a number of spheres. This 
is reflected In their health status. For example African women's life expectancy 
(55-60 years) is similar to that of African men. Conversely, white women have 
a life expectancy of 74.2 years, similar to that of women In developed countries, 
7.6 years higher than their white male counterparts11 • 
Oftlcial figures for 1991 of maternal mortality rates , while being an underestimate 
of African maternal mortality, reflect the differentials In access to health care by 
white and black women. The number of maternal deaths per 100,000 live births 
were 8 for white women, 5 for Asian women, 22 for coloured women and 32 for 
African women 12. While teenage pregnancy represented 8.4% of all white births, 
it represented 11.4% of African birthslO. 
The commonest causes of death due to neoplasms In white women were·cancer 
of the breast (20%), followed by lung cancer (12%) and cancer of the cervix (3%). 











by cancer of the oesophagus (14%) and cancerotthe breast(8%)1I. These diverse 
patterns of deaths due to ·neoplasms reflect the differing lifestyles and access to 
health knowledge and services of white and African women. 
Research to determine the needs of women has been been gtven greater bnpetus 
by the estabUshment of a new government in South Africa in AprU 1994. One 
focus of the Reconstruction and Development Programme (ROP) is on ensuring 
women's full and equal role in all aspects of the economy and society. Black 
women, historically disadvantaged by racial· discrtmtnation in addition to 
gender discrtmtnation are specific targets for affirmative action. The ROP makes 
special mention of the development of appropriate health services for women. 
2.2.2 FACTORS INFLUENCING WOMEN'S HEALTH 
Women's health is determined by a complex matrix of Interrelated factors. 
Figure 1 



























Individual behaviour includes life-style factors. Socio-economic and cultural 
factors include: work and income levels, education, demographic factors, 
factors relating to polltics and pollcy decisions, environmental factors, violence 
and the status of women. 
2.2.2.1 Gender differentials in Health: Females biological advantage 
Mortality and morbidity 
High maternal mortality rates Were responsible for a shorter life expectancy in 
women in the pre-industrial age4. Today, however, men in developed countries 
have higher mortality rates than women13.14.15.16. Men's higher mortality rate Is 
attributable to several factors. Females have a biological advantage over males 
in that girl babies tend to be physically hardier than boys. Given equal care 
women's life expectancy at birth Is 1.03 that of men6. Endogenous female 
hormones protect women against certain life-threatening 1llnesses such as 
cardio vascular disease during their reproductive years. Greater male mortality 
Is also related to life-style factors such as greater substance abuse and more 
deaths from violence and accidents4.8.13. 
In many developing countries however, overall mortality rates are high, and 
there is little difference between the life expectancy of females and males. 
Average life expectancy in developing countries was 51 for men and 53 for 
women in the late 1960's. Wh11e this has risen, to 59 and 61 respectively in the 
late 1980's, there has been no widening of the gender gaps. In some countries 
in South Asia, life expectancy for women Is lower than for men and contrary to 
biological expectations, infant "and chUd mortality Is higher for girls than boys 17. 
In countries where a higher death rate Is experienced by women, this Is largely 
attributable to high reproductive mortality (deaths resulting from pregnancy 











women in society and in the family is considered to be a major factor 
underpinning women's higher death rate during their reproductive years and 
some countries during in infancy and childhood 1.5.S: 17. Lack of adequate and 
available health care which affects all poor people in developing countries and 
women in particular, is an additional contributing factor. 
Parodoxically women in both developed1s-21 and developingz·6.7.8·17 countries 
experience greater morbidity than men. Part of the greater morbidity experienced 
by women in developed countries, may reflect different health seeking behaviour 
by women and men. A consequence of their gendered upbringing may be that 
women find it easier to seek help than men. In addition women's role in childcare 
leads them to have greater contact with health services through taking their 
children to visit a health service. Women are more likely to take preventive 
measures and use health services for established disease 16. In developing 
countries the greater morbidity experienced by women is due to the social, 
~ 
political and economic disadvantage of women in some cases cance1l1ng out 
females' biological advantage. Factors contributing to greater morbidity amongst 
women are complex and interrelated. They are dealt with below under the socio-
economic and political determinants of women's health. 
2.2.2.2 Socio-Economic and poUtical determinants 
Doyal4 argues that the "the specific ways in which women live their lives can 
make them sick." She suggests that instead of identifying diseases and 
searching for causes, one should begin with identifying major areas of activity 
that constitute women's lives and analysing their impact on their health. 
Economic factors: work and income 
While more than a b1llions people in the world live in extreme poverty, women 











women are in wage employment, women generally Occupy lower status, have 
lower paid jobs and are more vulnerable to losing their jobs in an economic 
recession than men22.23 .In the mid 1980's women's laggtngwages were as follows 
in selected developing and developed countries: 
Figure 2: 
Women's Iaggln, w.,es In selected developed and developing countries 
Industrial 
countries all wages 
Austral1a.87 
Canada .63 
;..;. Japan .52 
MALE = 1.0 
Developing countries 
manufacturing wages 
EI Salavador .83 
Kenya.71 
t--- Republic of Korea .47 
Source: Reproduced from World Health Organisation. Women's Health: across 
age and frontier24 • 
Women's world at work encompasses both wage employment in the fonnal or 
infonnal economy and domestic labour in the home. In the fonnal economy, 
women's rates of economic activity vary across the world. Interestingly and in 
need offurther exploration is the fact that amongst the developing regions, sub-
Saharan Africa and South-eastern Asia have the highest rates of economic 
activity amongst women, ranging from 45-50%22. According to the 1985 census, 
African women in South Africa constituted 35% of all African people employed. 











residential area found employment percentages 'to be 68% for men and 45% for 
( 
women, whereas in rural areas this was found to be 66% for men and 26% for 
women23. Female waged labour is concentrated in particular sectors of the 
economy. Agriculture and domestic work in the homes of others are the 
predominant waged activities for African women in South Afrtca. In manufacturing 
women predominate in the food, clothing, textile and service sectors23. The fact 
that women are generally the lowest sldlled and the lowest paid affects their 
ability to maintain their health and pay for health care. 
Work in the domestic sphere involving the social and sometimes (such as during 
lactation) biological reproduction of the family adds substantially to women's 
workload. As can be seen in Table I, women in both developed and developing 
countries are disadvantaged by having prtmmy responsibility for unpaid 
housework. 
Table 1: Distribution between women and men of unpaid housework: Selected 
developed and developing countries 
Country Year Unpaid housework (% share of women and men) 
Women Men 
United States 1986 64 36 
United Kingdom 1984 72 28 
Norway 1981 76 24 
Netherlands 1980 79 21 
USSR 1986 65 35 
Venezuela 1983 90 10 
Guatemala 1977 82 18 
Nepal 1979 78 22 
Indonesia (Java) 1973 87 13 











In urban areas, domestic work involves the physical work of cooking, cleaning, 
laundry, shopping and frequently childcare or care of the aged. In rural areas 
and some pert-urban areas women are burdened with the heavy labour of 
fetching and carrying water, wood or other fuel and agricultural activities. For 
most women, domestic labour includes the emotional labour of caring for a 
family. Domestic labour is unpaid and therefore undervalued, contributing to 
women's lower status. Doya14 argues that the domestic environment involves 
complex processes of cooperation and conflict over resources, rights and 
responsibilities with male partners and other family members. The results of 
this are often detrimental to women's well-being leading to overwork and stress. 
Polltlcal factors: Polltlcs and pollcy decisions 
WhUe women almost all over the world have the right to vote, few occupy leading 
political or public positions. Although some of the gaps in public life and 
...... 
leadership have narrowed, particularly in developed countries, the role of 
women is still severely l1m1ted. Of the Untted Nations member states, 3.8% were 
headed by women by the end of 1990. Only 3.5% of cabinet ministers were 
women and in 93 countries there were no ministerial positions occupied by 
women. In 1987, only 10% ofparl1amentartans in all countries were women22• 
Women are employed in large numbers in the public sector, but are poorly 
represented in the upper eschelons. The same pattern exists with respect to 
positions within the economy. Women's poor representation in public, political 
and economic decision-making means that their needs are seldom taken into 
account. 
In the struggles against Apartheid in South Africa, except for in women's 
organisations, women were poorly represented within leadership structures of 
local, regional and national political organtsations 10. However, some organisations 











a number of trade unions in the Congress of South African Trade Unions 
campaigned around gender issues inside and In the work place. In Aprtl1991, 
the African National Congress Women's League re-established itself inside the 
country. The National Women's Coalition was launched in 1992. It had 
94 affiliated organisations in 1994 and drew up a'charter to fight for women's 
rights to be entrenched in the new constitution. While the number of women 
occupying political leadership positions has improved since the first democratic 
election in April 1994, women are still a minority. In the new parliament 100 
of the 400 parliamentary seats are occupied by women. In the Government of 
National Unity only 3 of the 27 cabinet m1n1sters and three oithe twelve deputy 
ministers, are women 23. The trans1t1on to democracy In South Africa Is a 
critical period for women's organisations to pursue the recognition of women's 
rights and empowerment of women. 
Social factors: Educational and social status 
Educational status 
Women' s formal education lags behind that of men In most developing countries, 
particulary for post-primary education. Using a denOminator of 1.0 for men as 
a point of comparison, women in developing countries rated 0.91 for primary 
education. 0.70 for secondary education and 0.54 for tert1aIy education for the 
* year 1987-8824• The situation in South Africa contrasts sharply with this. with 
a counter tendency existing for primary and secondary education. Figures show 
slightly more African boys in attendence at primary schools, and slightly more 
girls in secondary schools25• This may reflect the relative development of South 
Africa. with it occupying a transitional position between developed and developing 
countries. Budlender26argues that job opportunities for women in teaching and 
nursing are one reason for girls' predominance in high school. She suggests that 
girls who leave school early have access to a much smaller range of unskilled 











enable them to get these qualifications. She argues that another factor may be 
a realisation amongst famil1es, especially those headed by women, that they are 
more Ukely to be able to rely on their daughters for future financial support. 
However, In South Africa in keeping with the rest of the developing world, men 
dominate In the attainment of tertiary qualifications. For example In 1987, 
except for teaching and nursing qualifications, more than twice as many men 
as women received diplomas from technlkons25. 
Higher levels of education amongst women have positive effects on health. 
Mamdanl26 argues that basic literacy In women promotes changes In their 
traditional roles and status, increasing their power within the family. This Is an 
Important determinant of their reproductive behaviour. Education has positive 







Continued education may cause marriage t a later age leading to an older 
age of 4lrst pregnancy 
a greater earning capacity 
use of modern family planning methods and having a smaller family 
seeking ante-natal care and having safer childbirth. 
greater use of health services generally 
having healthier children (higher immunization rates, less infant and child 
mortality) 
Social status 
Gender Inequality underpins the soclo-economic and political determinants of 
women's health. The subordinate social status of females In some societies 
determines the differential effects of Inadequate nutrition, lack oftmmunlsation 











in transitional, developing countries such as South Africa, gender inequity is 
reflected in difIerential access to health care, the division oflabour and physical 
and sexual abuse. 
In most societies women are less valued than men. The varied role which they 
playas: wives, bearers and rearers of the chUdren, food producers, food 
processors, carers of the sick and elderly, providers of water and fuel and 
workers in the paid labour force are less recognised and valued than men's roles. 
The subordinate status of women is reflected in a number of areas already 
discussed: they do more work but their work is less valued: they receive less pay 
than men for paid work: they receive no pay for household domestic work. In 
addition, they are poorly represented in higher paid, more powerful jobs and in 
political and community decision-making 4.10.22. 
.,.,. . 
Women's subordinate status has direct effects on their health .. The value 
attached to havlngmany children in some societies leads to repeated pregnancies 
and the responsibility for caring for many chUdren. This Impacts negatively on 
women's health8 • Women may be SOCialised into a forebearance with respect to 
body functions which disadvantages them in recognising health problems and 
seeking care6 • In some parts of the world female's lower status has meant that 
they receive less food, poorer treatment when sick and often treatment at a more 
advanced stage of disease. A study in Matlab, Bangladesh found that free health 
services were more likely to be used for sick male chUdren than for sick female 
chUdren27• Another study in India showed that boys were fifty times more likely 
to receive treatment for malnutrition despite this condition being'four to five 
times more prevalent ingtrls I. Discr1m1nation against females has also been 
documented in areas of access to food 1•7•17.27 and immunisation1• A study 
conducted in Colombia and ThaUand28 found that six times as many adult men 












same for both sexes. Extreme manifestations of the impact of gender 
discrtrninatlon on women's health are evident in the higher mortality rates in 
female infants and young children in South East Asia contrary to elsewhere in 
the world29 and in evidence of preferential abortion on a gender basisl. Violence 
against women is also a reflection of their subordinate status. 
The indirect effects of women's subordinate status on their health are difficult 
to measure. However, as Doyal" argues, society's dominant message to women 
that they are socially inferior impacts negatively on their mental health, leading 
to feeUngs of incompetence and lack of self-worth. 
The World BaJ1k6 argues that women's health status should be seen not only an 
individual issue but a national issue as well as it affects the next generation 
through chlldren, and affects productivity at the level of the household, the 
formal and the informal economy. 
;.;. 
2.2.2.3 Environmental factors 
Poor living conditions pose health risks for all who live in them, including 
women. Risks include: water-borne diseases due to inadequate or poor qual1ty 
water supply; communicable diseases spread through overcrowding; respiratory 
conditions as a result of damp; poorly insulated dwellings and diseases spread 
through poor sanitation; and inadequate refuse storage and collection. 
Women's role as resource managers - providers of food, fuel, water and other 
household resources, place them at additional ris}{8. Women in rural and peri-
" urban areas frequently walk long distances and spend extra working hours 











borne diseases while fetching water. The smoke pollution from biomass fuels 
such as wood, charcoal and dung a1Iect women most severely because they 
spend much time within the dwelling cooking and perfOrming household chores. 
In South Africa, 30.7% of African people in urban areas live in informal dwell1ngs 
(shacks). Only 17.5% of African people have internal piped water, 25.8% have 
an outside tap and 23.8% fetch water from a public tap. The remaining 32.9% 
do not have access to piped water. People in the more developed regions of South 
Africa fare better in their access to water supplies. In the Western Cape 37.3% 
of African people have internal piped water, 31.7% an outside tap, 29.6% access 
to a public tap and 1.4% no access to piped water. In the urban areas of the 
Western Cape 63.6% of African people have flush toilets, 9.1% pit latrines and 
27.3% have none. In 1993,57.4% of African people in the Western Cape had no 
access to electricity (from grtdj3°. The impact of the lack of infrastructure on the 
health of women living rural areas and in informal settlements in pert-urban 
~ 
areas is most severe. 
2.2.2.4 Urbanisation 
Urbanisation: its magnitude world-wide 
While less than 3% of the world's population lived in urban areas in 1800, this 
figure wUl rtse to 66% by the year 2025. The United Nations projects an increase 
in the world's population from 4.4 bill10n in 1980 to 6.2 bill10n in the year 2000. 
an increase of 41 %. It is estimated that the urban population will increase by 
78% during the same pertod. The fastest increases areoccurrtngin developing 
countrtes. It is estimated that 83% of the population in developing countries will 
live in urban areas by the year 200()31. 
Increasing numbers of people in urban areas in developing countrtes live in 











dwellers represented between 30-60% of the urban population in developing 
countries, whereas it is now estimated that they constitute between 50-79%32. 
The major proportion of population growth in the urban areas (61 %) is estimated 
to be due to natural increase. This is so even in developing countries, mostly 
attributable to the fact that migrants to the urban area tend to be young and 
therefore in the most fertlle group26. However a significant 39% of population 
growth in urban areas in developing countries is estimated to be due to rural-
urban migratlon33• 
Urbanisation In South Mrlca 
In 1985, 63% of the total South African population lived in urban areas, defined 
as areas with high population density and the absence of agricultural activity. 
The Urban Foundation projects that in the next two decades urban growth w1ll 
occur at a fitster rate than population growth and that the number of people in 
the urban areas w1ll be 73% of the total population by the year 201 ()34. The fastest 
urban growth w1ll be amongst African people. In 1985,53% of the total African 
population lived in the urban areas. It is projected that this w1llincrease to 69% 
by 201034 • Conversely it is projected that the population of the fonnerly 
independent 'homelands' (largely rural) w1ll decrease by 1 million people 
between 1985 and the year 20()Q35. 
South Africa's colonial and apartheid history has had a major impact on the 
process of urbanisation of African people, partlcularythose living in the Western 
Cape. Legislation in the 18th century imposed poll and hut taxes on African 
people in rural areas in order to secure migrant labour for the diamond and gold 
mines. The 1913 and 1936 Land Acts set aside only 13% of the land surface area 
for occupation by African people. This land allocation became the basis for the 
fonnatlon of 'homelands' under Apartheid. Influx control legislation was 











'homeland' only so long as they were in regtstered employment. As most 
employment was for male migrants. women's migration to the cities was most 
restricted. This created a male-dominant pattern of urbanisation. These policies 
were accompanied by economic decentralization. residential segregation and 
forced removals of Africans from areas Within cities reserved for whites and from 
rural areas to the 'homelands'. By 1986. it was estimated that 3.5 million people 
had been forcibly removed to the former 'homelands' over a period of twenty-five 
years and 17 million South Africans had been arrested under the pass laws over 
a period of seventy years36• 
These measures shaped the pattern of African urbanisation in South Africa in 
that there was more funited female migration and migration of male contract 
workers accomnodated in urban areas in spec1ally created single sex hostels. 
However it did not prevent urbanisation from occurrtng. By the time influx 
control was lifted in 1986. massive urbanisation of African people had already 
occurred37• 
The Western Cape was deSignated as a coloured labour Preference Area. As a 
result influx control was particularly stringently applied in Cape Town. Indicative 
of government attempts to severely l1m1t the number of African people living in 
Cape Town was the fact that virtually no family housing was erected between 
1962 and the 1990's·. In the late I 970's and 1980's intense struggles occurred 
between African people in Cape Town and the government over the right to stay 
Improverishment of rural areas. the desire of women to join their partners and 
the abolition of the pass laws. -has accelerated female rural-urban migration 
since 1986. 
• A limited number of family houses were erected in the 1980's in an area known as New 
Crossroads. This anomaly was a result ojpolitical struggles to remove peoplejrom Crossroads, 











Definitions and causes of urbanisation 
Urbanisation is the relative increase in the urban population as a proportion of 
the total33 as a result of rural-urban migration. The definition of urban is 
complex. A WHO deftnitlon focuses on the size of the population. urban areas 
having a population in excess of20.000 people31 • Graa.tP9 suggests a number of 
additional criteria including: Size and density of population. the form of local 
government or administration in the area. industrial as opposed to predominantly 
agricultural economic activity and access to basic services. Yach40 argues this 
masks intra-urban differentials and that it is more useful to adopt indicators to 
define urban within the context of a particular study rather than to have 
universal indicators. As migration processes are complex it is important to 
collect information on the migration history of adults over a life time and on 
seasonal movement. 
;,.;,. 
While urban areas may offer more opportunities for employment and access to 
services than rural areas. the environmental conditions prevaUtng in urban 
slums and peri-urban shanty towns are extremely inadequate. They are 
characterised by poor housing. sanitation. water supplies and rubbish collection. 
overcrowding. lack of electricity. and the presence of standing water. The 
following description of soclo-econo.mlc conditions prevaUlng amongst the 
urban poor described by Hollnsteiner32 could be a description of virtually any 
urban or peri-urban lower socio-economic area in South Africa: 
.. Inside the tiny. ramshackle dwell1ngs live often six. ten. twelve or more fam1ly 
and kin members ... joblessness and alcoholism make men angry or hopelessly 
drunk. and lead to abandoned wives and children. Women must go to work to 
survive without a male breadwinner. or ifhe is present and has work. to help him 
to make ends meet through additional income. For some of them. domestic 











This situation ... is one of powerlessness vis-a-Vis the urban planners, pollcy 
makers and administrators who decide what kind of world they llve in." 
South Africa's pollticallegacy is an additional exacerbating factor for African 
poor people llving in urban and peri-urban areas. 
The causes of urbanisation internationally as well as in South Africa has been 
an area of much debate. Theories in the 1950's and early 1960's tended to see 
urbanisation in developing countries as part of a positive modernisation 
process. Urbanisation was defined primarily in terms ofa 'pull' to the city32. More 
recent theories32 argue that urbanisation is the result of increased rural 
landlessness due to structural changes in the peasant agricultural mode of 
production. Writers on urbanisation in South African argue41.42.43 that permanent 
rural-urban migration is uncommon with many people oscillating annually or 
even more frequently between urban and rural areas and that much Circular 
migration occurs (movement within cities and rural areas). 
Urbanisation and health 
There has been renewed concern with the health of the urban poor world-wide. 
Rossi-Espagnet31 states that as the urban poor are at the intenace between two 
worlds their health status reflects the problems of infectious diseases and 
malnutrition of underdevelopment and the chroniC and social diseases of 
industrialisation. Factors detrimental to health include low income, llmited 
education, under-nutrition, overcrowding, pollution, traffic, stress, alienation 
and factors relating to social and psychological instability. 
The urban poor are more vulnerable and have greater exposure to pathogenic 
agents, hence diseases such as tuberculosis, diarrhoeal diseases and urban 











prevalence of preventable diseases in children such as meningococcal meningitis, 
measles, whooping cough and polio. Sexually transmitted diseases and substance 
abuse are growing problems. 
The impact of migration and urbanisation on health has received greater 
attention in the last twenty years. In developing countries where rural-urban 
migration is an important feature ofthe growth of urban populations, there has 
been increasing concern with the health of the newly urbanised poor. The Alma 
Ata International Conference on Primary Health Care in 1978 recommended a 
special emphasis on rural and urban development programmes as a means of 
strengthening primary health care within national development programmes. 
The WHO Health for all by the Year 2000 strategy also explicitly mentioned 
urbanisation and its related health problems32• 
The process of urbanisation is characterised by a number of changes including: 
..... 
movement from rural to urban areas. population increase and concentration. a 
predominance of young migrants. movementwith1n urban areas. high mobility. 
changing physical envtronments.lmproved access to education and employment. 
socio-cultural changes (for example in the structure of the family). changes In 
health seeking practices and impoverishment ofrura! areas2UO• Such changes 
may be both beneficial and detrimental to health. It has been argued40 that some 
peri-urban areas may be more disadvantaged In their access to water. sanitation 
and sewerage and employment than some rural areas. as the provision of basic 
services is often outstripped by the growth of these areas. They therefore 
accomnodate communities with increased vulnerab1l1tyto health risks. The WHO 
and UNICEf'40 argue that urbanisation is associated with an increase in three 
groups of disease: The first are diseases of poverty Including communicable 
diseases and malnutrition (especially in children). The second Includes diseases 
aSSOCiated with Industrialisation and lifestyle. These include: cardiovascular 











pollution (for example increased incidences in respiratory and allergy related 
conditions such as asthma). The third are health problems associated with 
social instability such as a high prevalence of sexually transmitted disease, a 
high rate of teenage pregnancy and health problems related to substance abuse, 
crime and violence. 
In developing countries, a large number of young, single people migrate to the 
cities. This often results in the loosening of traditional restraints on sexual 
activity". Factors influencing diseases of poverty are social class (education, 
income and employment status), the physical environment (access to water, 
sewerage facilities, housing) and health service availability, accessibility and 
quality. Social class and risk behaviour influence diseases associated with 
industrialisation such as smoking which is a r lative risk factor for ischaemic 
heart disease and major risk factor for lung cancer. Products in the industrial 
working envlronm.ent and the structure of the work process also in~rease risks 
~ 
for diseases associated with industrialisation. Peri-urban areas are sometimes 
situated close to industrial sites and are therefore more vulnerable should 
industrial pollution accidents occur. Social instability is exacerbated by physical 
environmental factors (poor street l1ghting, bleak environment) and socio-
economic conditions such as unemployment as well as pol1tical factors. 
African urbanisation in South Africa has been accompanied by pol1tical 
repression and restriction, leading to social disorganisation and feellngs of 
powerlessness. Pol1tical and social instability has fostered endemic violence 
common to many rapidly developing clties40• The male dominant pattern of 
migrant labor has increased the risk of marital. infidel1ty both by men in the 
urban areas and women left behind in the rural areas, as well as the risk of 
abandonment offamllies by male migrant workers45•46 • Health effects include an 












Women (and children) suffer predominantly as a result of increased teenage 
pregnancy, sexually transmitted diseases and violence. Rharnpele48•49 states 
that women who were born and grew up in rural areas in South Africa had very 
limited opportunities to escape rural impoverishment. She deSCribes how sexual 
Hasions with male migrants living in hostels provided many women migrating 
to the cities with a means to obtain accomnodation and financial support. This 
highly dependent position of women mtgrants has made them particularly 
vulnerable to sexually transmitted diseases and violence. Newly urbanised 
women migrants could also be especially at risk for industrial hazards as they 
are disadvantaged as newcomers in obtaining safe work. Lack of knowledge or 
access to health services in a new urban environment affect their own health 
status and needs, and place stress on them in their nurturant role as carers of 
children and the sick. In addition, CasselllO.51 hy othesises that incongruity 
exists between the culture of the new arrivals and their social Situation as a 
result of urbanisation. He argues that the adjustment individuals need to make 











2.3 PART 2: SOME KEY WOMEN'S REALm ISSUES 
2.3.1 REPRODUCTIVE HEALTH 
Factors which impact negatively on reproductive health include: inadequate 
levels of knowledge about human sexuality, inappropriate or poor quality 
information and services in reproductive health, the prevalence of high risk 
sexual behaviour, discr1m1natory social practices and attitudes towards women 
and girls and the l1m1ted power many women and girls have over the sexual and 
reproductive aspects of their lives9 • The United Nations identlftes adolescents as 
at particular risk because of their poor access to knowledge and services in most 
countries. It also notes that the reproductive and sexual health needs of older 
women and men have been neglected. 
Women's risk of premature death and disability is greatest during their 
..,.. 
reproductive years6 • Conditions contributing to this include:· unplanned 
pregnancy and abortion, pregnancy-related complications and reproductive 
tract infections. 
2.3.1.1 FertlHty and Contraception 
Although the world population is at its highest ever in absolute numbers, fertllity 
rates are declining. The world population grew at a rate of 1.7% a year in the 
period 1985-90 and is expected to decline to 1.0% per year by the period 2020-
20259 • Fertflity rates nevertheless remain high in developing countries, 
particularly in Sub-Saharan Africa which had higher fertllity rates than any 
other region in 1990, with a total fertllity rate (TFR)" of6.522• In South Africa the 
TFR is 4.2 and declining. The African TFR is 5. 7in rural areas, 4.2 in semi-rural 











Just over half (52%) of all fertile women in South Africa use contraception. 
Contraceptive use amongst African women Is estimated to be 50.4%53. Unmet 
contraceptive need Is thought to be about 38% 00. There Is a need amongst many 
users for more effective, more satisfactory or safer methods and unmet needs for 
special groups such as teenagers and sex workers. Men constitute a neglected 
group for contraceptive programmes. There Is a need for access to safe abortion 
services after contraceptive failure. 
InJectables are used by 70-80% of African contraceptive users53. Anecdotal 
evidence suggests that many women use intramuscular hormones due to 
l1m.1ted choice, provider bias or because a sexual partner may object or fail to 
cooperate with the use of a more visible method requiring male participation. 
The development of South African family planning programmes has until 
recently been based on demographiC goals of population control with strong 
..... 
racial overtones. A reasonably well developed system of service delivery exists. 
There are currently about 65 000 family planning service points in the South 
African government's health delivery system. This excludes former 'independent 
homelands', on which data Is not readUy available, but which histOrically are 
likely to be poorly servlced53. While there are a large number of service points 
in South Africa thelc:! Is inequitable distribution between urban, perl-urban and 
rural areas, with people living in the latter two areas, particularly rural areas, 
having l1m.1ted or no access. 
• The totalfertillty rate (TFR) represents the number of children that would be born (Ignoring 
mortality) to a hypothetical group of a 1000 women who, as the reproducUve ages, 
experience the particular age specl/lc rates on which the Index Is based :12. 
•• Personal communication, Dr Helen Rees, Director, Reproductive Health Research Unit, 











Famlly planning services are provided through fiXed or moblle clln1cs by nurses, 
backed up by a small number of doctors, mostly as part of primary health care 
(PHC) services. Some farn1ly planning services sOO exist as vertical services. 
Both service providers and recipients have identlfted a range of problems with 
the current farn1ly planning service delivery system. A very heavy service 
workload. particularly in services points in African residential areas, has been 
in part responsible for inadequate quality of care. In addition, clients are 
frequently turned away leading to problems with accessibility. 
2.3.1.2 Gynaecologtcalillness: Reproductive Tract Infections 
Reproductive tract infections (RTIs) are a significant health problem for women 
in developing countries. RTIs usually originate in the lower reproductive tract 
as vaginitis and cervicitis. These may be asymptomatic. Symptoms include 
abnormal vaginal discharge, bumingmicturation, vaginal bleeding. genital pain 
or itching". Untreated RTIs may ascend into the upper replbductive tract 
causing pelvic inflammatory disease (PID). Complications of PID include: 
infertility, ectopic pregnancy, recurrent and chronic infection. chronic pelvic 
pain. RTIs of the lower and upper reproductive tract may lead to adverse birth 
outcomes such as low birth weight. fetal wastage and congenital infections". 
The three main causes of RTIs in women are sexually transmitted diseases, 
iatrogenic infections including unsafe abortion, and endogenous infections. 
Other harmful practices' asSOCiated with RTIs are early initiation of sexual 
activity in young girls. female genital mut1lation and the insertion of potions or 
other materials into the vagina54• 
The pathophysiology of RTIs and their sequelae are the same in developed and 
developing countries. but generally RTIs are more common and more severe in 













countries Include urbanisation, low levels of education and lack of health 
Information which promotes misconceptions about illness and l1m1ts preventive 
practices, and the low status of women. Some cultural prescriptions against 
Intercourse at specific times In a women's reproductive life may promote male 
extra marttal encounters. For example in Ibadan, Nigeria, It is estimated that 
wives were not 'available' for intercourse with hus bands 69% of the time'" . Factors 
influencing morbidity Include social customs which fetter women's capacity to 
seek health care for genital problems and difficulties In diagnosing and treating 
RTIs by health services. Women In developing countries tend to receive care at 
a later stage of Infection, hence upper tract Infection is more common than In 
developed countries. For example, PID accounts for 17-40% of acute 
gynaecological admissions to hospitals In Africa. Sexually transmitted Infection 
is responsible for the majority of Pelvic Inflammatory Disease hospital1sations'". 
Endogen'lus infections 
Endogenous vaginal infections such as bacterial vaglnosis (BV) and vulvovaginal 
candidiasis are caused by overgrowth of normal vaginal flora. Bacterial vaglnosis 
may cause upper reproductive tract infection, may lead to premature birth In 
pregnant women and can lead to infertllity or ectopiC pregnancy. Candidiasis 
does not result In long-term complications but repeated episodes of vaginal 
discharge or trrttation cause discomfort and can Interfere with normal functions 
(including sexual functions). Women therefore need to recognise symptoms and 
be able to access diagnostic and treatment facilities. 
Unsafe childbirth or medical procedures and unsafe . abortion 
Transcervical procedures such as the improper Insertion oflntrautertne devices 











Unsafe abortion is a major cause of mortality and morbidity. Worldwide about 
55 million unwanted pregnancies are termtnated annually by induced abortions. 
About half are illegal, most of these occurring in developing countries. It is 
estimated that unsafe abortion is the cause of 40% of the world's maternal 
deaths. Besides death, complications from unsafe abortions include: sepsis, 
haemorrhage,utertne perforation, cervical trauma, reproductive tract infection, 
infertility and psychological and social stress5l5• Throughout sub-Saharan 
Africa, abortion Is severely limited. Only s even countries permit it in circumstances 
other than those which directly threaten a woman's life and only in Zambia can 
It be performed for socio-economic reasons. Information on abortion in sub-
Saharan Africa is limited to information on hospital admissions for abortion 
complications56 • In South Africa, due to stringent constraints on legal abortion 
and l1m1ted contraceptive services It is estimated that there are apprOximately 
200,000 illegal abortions each year ~th 100 deaths 10. The law on abortion in 
South Africa may soon be liberalised. However. access to safe ~rmination of 
pregnancy could continue to be limited by its' lack of sociallegtttmacy and the 
poor availability of services. particularly in pert-urban and rural areas. 
Sexually transmitted diseases (STDa) 
Women are at increased rtsk for SIDs and HIV infection. ThIs is attributable to 
biological, and soclo-economlc, cultural and socio-sexual factors57.58. Women's 
biological vulnerability may relate to the fact t!tat deposits of infectious semen 
remain for some time in the vagina and the mucous membrane of the vagina has 
a greater surface area and greater permeability than that of the penis. It Is also 
thought that the virus is more heavily concentrated in semen than in vaginal 
fluids 4 • Socio-economic and cultural factors which increase vulnerability are 
numerous. Women often lack access to education and health care, are frequently 
economtcally dependent on men, and are susceptible to sexual coercion by men. 











and HIV. unequal sex roles often make it difficult for women to negotiate their 
use. Women who are infected with STDs are often asymptomatic and hence go 
undiagnosed and untreated. While in many cases these diseases may be truly 
a<,ymptomatic. in some cases this may be due to forbearance amongst women. 
who have been socialised to see pain and discomfort arising from their 
reproductive roles as normal. 
It Is estimated that there are 250 million new cases of sexually transmitted 
infections. annuallY'. Data on STDs amongst women in developing countries in 
limited. The prevalence of maternal syph1I1s in Africa ranges from 4-15%SQ. 
Studies in Africa found the median prevalence for the general female population 
to be 10% for Gonorrhea and 20% forTnchomoniasis. Tw  studies in Gambia 
and Kenya found 6-7% of women attending ante-natal cl1n1cs to be infected with 
Chlamydia44 • HIV / AIDS. which is primarily sexually transmitted. is spreading 
particularly,.rapldly in sub-Saharan Africa where nearly 4 million adult women 
are infected6 • It is estimated that worldwide by the end of the century. there w1ll 
be as many women as men infected with HJV4. In some African countries such 
as Uganda. a review of clinical cases of AIDS shows nearly equal numbers of 
women and men51. In population-based stud1es women were found to have a 
higher infection rate of 1.4: 1. There is also evidence of earlier infection. with 
younger women (15 -19 years) being at greater risk of being infected with HlV 
than men in a Similar age group51. 
In South Africa, Sexually Transmitted Disease is a maJorpubllc health problem. 
The World Bank estimates the prevalence of STD in South Africa to be 11%60. 
In Alexandra township (Johannesburg) 20% of the population over 15 years is 
treated at least once a year for an' STDlo. The prevalence of syphilis alone 
amongst ante-natal women attending the mid-wife and obstetric unit in 
Khayel1tsha in Cape Town is 12% overall and 33% for 'unbooked' women (those 











ulcerative and non-ulcerativeSTD's facilitate HN transmIssion62• In 1993 South 
Africa was estimated to have a prevalence ofHN infection amongst adult women 
of 4.69%63. Studies in Natal show HN infection to be 3.2 times more prevalent 
among women than men58• It has been suggested that the HN epidemic in Africa 
is in large part due to neglected STD control64• Control programmes have 
typically been vertical and have proved ineffective, particularly for women, due 
to the stigma attached to attending such services. 
2.3.1.3 InfertlUty 
Infertility affects approximately 10% of couples world-wide60• It is estimated in 
some parts of sub-Saharan Africa that 30-50% of couples cannot conceive45• 
Reported infertll1ty affects 12% ofthe African populatIon (excluding the ex-TBVC 
areas)lO. In the Western Cape accepting 10% as background prevalence and 
using known rates of ectopic pregnancy and pelvic inflammatory disease for the 
region, a total infertility prevalence figure of 22% has been calculated60• 
InfertU1ty has an important impact upon the use of contraception and overall 
fertU1ty patterns. 
Strong links exist between infertility and sexually transmitted diseases (STDs). 
It is estimated that 50-80% ofinfertillty in African regions is postinfectious (due 
to STDs and pregnancy compUcations) with a history ofSTDs being the major 
risk factor". The majority of cases (57%) of infertl11ty which reach infertility 
services in South Africa are due to tubal infertility resulting from STDs·. 
Most SOCieties place importance on women producing children. Reproduction 
most often takes on social or cultural signiftcance as a sign of womanhood, 
desirability as a wife and for continuing the family Une. Most men are unable to 
contemplate that they may be infertile and blame women for infertility and 











divorce is not uncommon44•60• Infertility in women is therefore sttgmatIsed and 
can cause women to be socially marginallsed particularly when they are 
abandoned by their partners8•44• 
2.3.1.4 Menstrual problems 
Menstrual dysfunction is a neglected area in reproductive health. In the Untted 
States. visits for menstrual dysfunction constitute twenty percent of all visits for 
problems of the female genital tract2 • Llm1ted research has been done on the 
effects of menstrual cycle patterns on women's health status. One area of 
research has focused on the relationship between surgery for breast cancer and 
the menstrual cycle. Several studies have shown that the tlm1ng of surgery with 
particular phases of the menstrual cycle has a major Impact on the duration of 
survival of women with breast canceros.66. Research on menstrual disorders in 
developing countries is non-existent . 
...... 
2.3.1.5 Maternal Health 
It is estimated that apprOximately half a m1ll1on women die annually of 
pregnancy-related causes and that maternal mortallty rates are up to 200 times 
higher in non-industriallsed than in industriallsed countrles9 • In 1990 the 
Department of Health reported a maternal mortallty rate (MMR) of 24 per 100 
000 births for African women (excluding the former 'independent homelands') 10 • 
This figure is unreliable, as it excludes rural areas ofhlgh mortallty and because 
so many deaths are unregistered. Regtonal studies at hospitals servicing a 
predominantly African population show an MMR of 287 for Pelonomt Hospital 
in Bloemfontein67 and 170-192 for King Edward VIII hospital in Durban68• A 
current estimate is that an overall MMR for Africans would be 258/ 100000·. The 
• Personal communication. Draft document on the question of maternal mortality prepared 











Cape Peninsula Maternal and Neonatal service, monitoring maternal deaths at 
hospitals and midwife obstetric units in the Cape Peninsula, found an MMR of 
52 for African women for the period 1981-198369• The major medical causes of 
maternal death are infection, problems resulting from hypertension, hemorrhage, 
obstructed labour and septic abortion2 • Most of these problems are preventable· 
by ante-natal care and safe delivery and access to safe abortion. This is 
highlighted by the fact that maternal mortality for AfrIcan women in Cape Town 
between 1978 and 1983 was higher amongst unbooked women68 • Risks to 
woman and child are greatly increased in home deliveries. A community survey 
in a rural area of Natal I Kwazulu which had a home delivery rate of92% showed 
an MMR of 55070• 
Apart from maternal mortality, chronic morbidity as a result of pregnancy-
related complications affects about 15 million women a year and more than 50 
m1ll1on experience acute conditions globallYS. Women's risks of complications 
~ 
or death related to pregnancy and childbirth are increased for teenagers and 
those over 30 years of age, or mUltiparous women (those with three or more 
children)? 1 • 
Worldwide, the proportion of teenage mothers is between 10 and 50 percent. 
Pregnant women In their teens have a 20% greater likelihood of maternal or 
infant death than women in their twentles6 • In 1987 teenage pregnancies 
constituted 11.4% of all births in South Africa (excluding the former 'independent 
homelands'). In Khayelitsha in the Cape they constituted 15.1% of all births 10. 
Apart from the greater likelihood of pregnancy-related complications and 
maternal death amongst teenage mothers, they are also disadvantaged socio-
economically. For example, teenage mothers are rarely able to finish their 
schoolin~. There is resultant high unemployment and few are able to provide 
financial support for themselves and their children. A negative psychological 











. A wide range of underlying determinants are responstble for the more proximate 
medical causes of maternal mortaltty and morbtdtty. Access to health services 
during pregnancy, childbirth and post-natally ts an important factor. Lack of 
access to contraception, too many pregnanctes or short periods between these. 
and both extremes of age are other important factors. Related to these are 
deeper, underlying socto-economic and cultural forces affecting women 
detrtmentally -low status and dtscrtmtnatton, lack of education. and government 
pollctes which do not gtve htgh priority to women's needs8 • 
2.3.1.6 Gynaecological cancers: Cancers of the cervix and breast 
Cancer of the cervix and breast are the most common gynaecological cancers 
world-wide. Breast cancer is most common in the developed countries with a 
prevalence of 105 per 1000 women in North America and 162 per 1000 women 
;..;. 
in Europe compared with 27 per 1000 women in Africa. While cancer of the 
cervix is 37/1000 In Africa. it does not feature amongst the three most common 
cancers for women in the developed world24• Despite the possibiltty of detection 
through cervical screening. about 183.000 women have been estimated to die 
annually from cervical cancer in developing countries and 158.000 die from 
breast cancer«'. Patterns amongst African women in South Africa are stmllar to 
those of other developing countries. Cancer of the cervix is the most common 
cause of cancer of deaths in South African women. closely followed by cancer of 
the breastll. Over thirty-two percent of histologically diagnosed cancer in 
women In South Africa are accounted for by these two cancers72 • Women in 
South Africa have a ltfetime risk of developing cancer of the cervix of lin 32 with 
stmllar figures for breast cancer72 • As reported earlier. the risk differs on the 
basis of race and class with cancer of the cervix being more common in African 
women who tend to be located in lower socioeconomic groups. and breast cancer 











yielded prevalences of 28 per 1000 for cervical tDtraepithelial neoplasia and 13 
per 1000 for unsuspected invasive carcinomas. unequalled in world literature1o• 
Risk factors for cancer of the cervix include beginning sexual activity at an early 
age. increased number of sexual partners. smoking and low socio-economic 
status. Long term use of oral contraceptives may also be a risk factor73. There 
are strong links between cancer of the cervix and infection by the Human 
Papilloma Virus (HPV). an STD54.73. 
While cervical cancer is largely preventable through cervical screening. obstacles 
to prevention include poor knowledge amongst women of the disease and of 
cervical screening as a preventative measure. and the availability of screening 
services IO•74. In addition opportunistic screening practices have targeted famUy 
planning and ante-natal services which tend to serve younger women. This has 
led to largely lower risk women being screened while few of those at greatest risk 
(35+ years) are screened. This means that screening has therefore had little 
impact on cervical cancer morbidity and mortal1ty75.76. 
~. 
There are as yet no proven practical methods for the primary prevention of breast 
cancer. however early detection is the most effective means of reducing its 
impact77. Three basiC techniques of early detection have been developed: breast 
self examination. physical (clinical) examination by health workers and 
mammography77. The emphasis of screening programmes should be on 
max1m1sing coverage of women at risk. However. most developing countries are 











2.3.2 SOME NEGLECTED AREAS OF WOMEN'S HEALTH 
2.3.2.1 Women and work 
In fonnal workplaces, women are disadvantaged by regulations which have been 
fonnulated for an all-male workforce. Examples include exposure limits imposed 
for hazardous substances and the design of protective devices. Common 
occupational problems include dennatoses, muscular-skeletal and respiratory 
problems 78. The small scale enterprises in which women frequently work are 
often unregulated. 
Women in agrtculture may be directly and indirectly exposed to pesticides. 
Occupational hazards pose particular risks for the unborn chlldren of pregnant 
women as they are often exposed before pregnancy is known. during the crucial 
firsttrtmesterofpregnancy. Women also suffer uncertatnty regarding continued 
employment and loss of earnings due to poor maternity leave benefits. Sexual 
harassment is an important factor affecting women's well-being in the work 
environment. In a study of female Johannesburg office workers, 60% reported 
sexual harassment lO• 
Women predOminate in the informal sector. Their position in marginalised, less 
lucrative activities has been documented in a number of studies in South 
Afrtca23.79.80.81. The informal sector is unregulated and the hazards of work in 
which women are commonly involved such as home care, hairdressing, work 
with water and animal products in developing countries, is under- researched. 
In addition women I slow socio-economic status can lead to engagement in 
. occupations such as commercial sex work with its concomitant risks of sexually 
transmitted diseases and violence. 
Domestic labour in a person's own home is characterised by its open-endedness 











to separate work activities from leisure activities4 • It tends to be invisible, 
unrecognised and can be monotonous, making the domestic environment 
stressful. Studies from various parts of the world have found that women work 
on average longer hours than men, mainly as a result of their additional 
domestic workload7.22.82. These long hours of work are detrimental to health. 
They lead to physical fatigue and affect women's psychological well-being in that 
they have llttle time to pursue personal activities which may enrich their lives 
as individuals. In addttion,as already discussed, the domestic environment can 
cany particular environmental hazards to women's health. In rural areas and 
some perl-urban areas, in-door pollution from smoke and toxic gases as well as 
accidental burnings make the home a hazardous environrnenfl·83•84 • 
2.3.2.2 Violence against women - rape and battery 
Violence against women is a problem world-wide in nearly all. regions, classes. 
"'" 
ages and cultures3.6. Violence includes physical abuse such as rape and battery 
as well as emotional abuse. The World Bank estimates that domestic violence 
and rape account for one out of every five healthy days of life lost to women of 
the reproductive age-G. Violence agatnst wome~ is different to violence against 
men. Women are most at risk at home from men they know and violence tends 
to be chronic and less likely to be reported. It is often asSOCiated with sexual 
abuse6 • In addition it is symptomatic of the subordinated status of women. 
South African society is characterised by high levels of violence"", particularly 
against women. Pollce statistics show that 28,318 rape cases were reported in 
199323• This is a gross under-estimate as pollce estimate that only about 3% of 
rapes are reported 23. Domestic violence Is a particularly unrecognised and 
• Thl~ Is probably the 'Up oj the Iceberg' as so much violence (lnd (lbuse oj women goes 
unreported. 











under-reported problem. Regular physical assault by male partners is estimated 
to affect one in six womenlO• Violence against women is cited as the cause of 
breakdown in the relationship in over a third of divorces in South Africa23• 
Rape and battery affect a woman's physical and emotional well-being. Frequently 
women do not speak about the experience as a result of feelings of shame and 
gunt and are isolated and unsupported. Whlle women may experience acute 
injuries as a result of rape or battery, other physical symptoms include 
abdominal and pelvic pain, backache, headaches and fatigue. Signs of depression 
such as sleep and eating disorders and sexual disfunctions are common85 • 
Services for survivors of rape and battery are very limited in all regions of South 
Africa. 
2.4. CONCLUSION 
This chapter has argued for the importance of women's health as a specific focus 
and looked at some trends over the past two decades. It has reviewed the main 
factors affecting women's health As the World Bank6 states: "Women's 
disproportionate poverty, low social status, and reproductive role expose them 
to high health risks, resulting in needless and largely preventable suffering alld 
premature death. "Newly urbanised women may be additionally disadvantaged 
by their incongruence and isolation in an urban social environment. 
Some key issues in women's health, particularly in the reproductive sphere and 
of special relevance to developing countries, have been discussed. Some 
national statistics on women's health in South Africa have been presented, 
highlighting the race and class differences affecting women within a developing 











This chapter provides the background against which the results of women's 
socio-economic and demographic status and health status, knowledge and use 
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3.1 A BACKGROUND TO THE CHOICE OF SroDY MEmODS 
This study was conducted by means of a sample household health interview 
survey (HHIS) supplemented by in-depth interviews with key informants and 
group discussions. 
Little available information exists on the health status, health knowledge and 
knowledge of or use of services by women living in pert-urban areas such as 
Khayelitsha. Similarly there; is little information on their socio-demographic 
and economic status. 
Households were selected randomly in order to obtain a representative sample. 
~n this way selection by way of the 'volunteer effect' or clin1c-based sampling 
were eliminated. It is therefore possible to generalise the results to the 
population of women in Khayelitsha. 
The use of the household as the sampling unit was based on a number of 
considerations. It is virtually impossible to create a complete sampling frame of 
individuals. The household is considered important as a social unit, impacting 
on individual health behaviour and on health status. Household surveys have 
become a common and reliable method for collecting health information 1• 
Collection of data on illness and health service utilisation using interview 
methods are used for a number of reasons. Standardised questionnaires can 
obtain information on illness without the use of more intrusive techniques. The 
latter are expensive, time consuming, logistically difficult and sometimes 
ethically sensitive. Reported illness prevalence information can be collected and 
self-perceived illness measured. The need for services as opposed to the 
demand can be assessed. Information on illness for which treatment was not 











There are a number of advantages in collecting socio-demographic information 
through a structured questionnaire. It allows a large amount of socio-demographic 
information to be collected in a standardised manner. Social information can be 
quantified and hence overall social patterns in the community determined. It 
also enables the effect of social conditions on illness and utilisation of health 
services to be examined and estimated. 
However, surveys need to be backed up by some famlliaritywith the community 
being studied and knowledge of the appropriateness and relevance of the 
research questions. Little in-depth qualitative information existed on the socio-
demographics ofKhayelitsha. Therefore prior to formulating the questionnaires 
and conducting the survey, in-depth interviews were held with key informants 
in the area. The aim of these interviews was to determine meaningful areas for 
inquiry, appropriate variables for measurement, to be aware of.the type of 
~ 
responses that could be expected, and to gain a picture of the social patterns that 
existed. 
3.2 POPULATION, DESIGN AND SAMPLING 
3.2.1 STUDY AREA AND POPULATION 
The study area was Town 1, Khayelitsha, Cape Town. A description of the origins 
of the study area can be found in Chapter 1. The survey was restricted to Town 
1, as it was the only area of Khayelitsha at the time of the survey with a settled 
population, Towns 2, 3 and 4 being in the process of construction. 












1. Villages 1 and 2 were made up several formal housing areas : 
the core housing area: These were the first houses built and were 
originally intended to house the Crossroads community. In reality. they 
acconmodated mostly people who had moved from living in 'backyard 
shacks' in other African townships. Each core house was situated on a plot 
of 150 to 200 square metres. 
the Greyling houses were larger than the core houses but also built at low 
cost. 
Private development schemes such as Khulani Park existed for upper 
income housing. 
2. Site C~as a site -and -service informal housing area. Each unit was on a 
..... 
plot of apprOximately 70 square metres. Two sites shared a bucket toilet 
and a number of sites shared a standing tap. 
3. Site B which included villages 3 & 4. constituted a site- and- service 
informal housing area s1m1lar to site C. but with improved sanitation 
(flush toilets). 
4. Greenpoint. was originally a tent area erected for refugees from the 
Crossroads and KTC crises of 1986. At the time of the survey it was a very 
poorly serviced informal housing area. 
5. Unserviced (without sanitation-and services) informal housing areas were 
scattered within Sites B and C and the housing area. and situated 
adjacent to Greenpotnt. 
Baseline data was collected from a sample of the estimated more than 











The study population consisted of adult women ( 15 years and over) in the areas 
described. For the purposes of collecting household information in households 
in which no women were present a limited number of men were also interviewed. 
Male respondents were not interviewed on their health status, health knowledge 
or knowledge of or use of health services. 
3.2.2 STUDY DESIGN 
The study had a cross-sectional analytic design. 
3.2.3 SAMPLING 
A random stratified sample of 800 sites was selected for study. While in the 
formal housing area and serviced site areas, demarcation boundaries were 
available for sites. this was unavailable for the unserviced ar~. For the 
purposes of this study, therefore, one unserviced site was seen as being equal 
to one dwelllng. 
The sample Size was consIdered by sampling experts- to be adequate for the 
collection of descriptive data. DoubIe- stratiftcation took place on the basIs of 
area of resIdence (geography ) and housing type. The four strata for area of 
residence were: Site C, the housing area (VUlages 1 and 2), SIte B (Villages 3 and 
4 ) and Green Point. The stratification on the basIs housing type was on the basis 
of: formal housing. serviced tnformalhoustng and unserviced informal housing. 
Sample size in each of these strata was proportional to the estimated population 
in each geographic area in KhayeUtsha2 • 
• 
•• 
Personal communicateon. Dr Debbie Bradshaw. Medical 
Research CouncU 
While what was known as the housing area (area of residence) consisted of predominantly 
formal housing there was unserviced informal housing scattered. within this area. Hence 
housing type did not always coincide with thE predominant housing type in a 











. As the Green Point and unserviced informal housing areas were relatively 
mobile, shack counts were done prior to the commencement of the survey. 
Fourteen of the sampled sites were found to be non-residential or vacant. In a 
further 64 sites no-one ellg1ble to be interviewed was present on three repeated 
visits, or for the duration of the surveyor respondents refused interviews. 
Women normally resident at these sites were excluded from the study with no 
replacement. 
3.3 STUDY VARIABLES 
3.3.1 SOCIO-ECONOMIC AND DEMOGRAPHIC VARIABLES 
1. Table 1 shows the measured variables for the soclo-demographlc datae : 
.... 
Table 1: Soclo-economic and demographiC variables 
geographical area of residence 
housing type 
housing tenure 
. household size 
household composition 






social well-being status 
The respondent 
The most sentor and responsible woman aged 15 years or older, in the household 
was interviewed. 












Area of residence and type of housing 
The geographical areas of residence of Sites B and C. and Greenpoint which 
included serviced and unserviced sites will be referred to as the infonnal housing 
areas and the areas in Villages 1 &2 will be referred to as the housing area or 
fonnal housing. 
Household and household composition/ types 
A household was defined as a group of people living together and sharing 
expenses. 
Household composition was categorised in tenns of the following: 
nuclear type - a male and female partner or mother. father and children. 
extended type - relatives living together 
female-headed- type - woman on her own or with children 
alliance household - mixture of family. friends and lodgers 
Urbanisation· status 
Urbanisation involves complex societal changes. As discussed in Chapter 2. it 
is not possible to look at the effects of urbanisation in tenns of one single factor. 
In this study a number of indicators of the 'state of urbanisation' of the 






place of birth 
patterns of migration 
ties with rural areas 
Female-headed households in this study rfifers to households. in which a male head was 













whether respondents identified most strongly with an urban or rural area 
as indicated by the place they saw as home and where they wished to live 
when old 
and length of stay in an urban area ('urban years'r. 
3.3.2 HEALTH STATUS, HEALTH KNOWLEDGE AND KNOWLEDGE OF 
AND USE OF HEALTH SERVICES VARIABLES 
Table 2 shows the data collected for health status, health knowledge and 
knowledge of and use of health services information-: 
Table 2: Health variables: 
whether respondent had ever been pregnant 
number of pregnancies 
age at first pregnancy 
PLegnancyoutcomes 
loss of a live-born child 
place of birth of last born child 
use of contraception 
types of contraception used 
attendance of ante-natal care 
intended and actual use of health services when ill 
prevalence of acute, chronic and gynaecological illness 
patterns of types of acute, chronic and gynaecological illness 
awareness and experience of cervical smears 
knowledge of where to go for various health needs 
awareness and knowledge of AIDS and its prevention. 
Place of birth of last born child: This was categorised into urban or rural area, 
and health facility (Hospital, Midwife and Obstetric Unit or clinic) or home birth. 
• 
•• 
This was considered an important quantitative measure of urban ·exposure· . 
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Attendance of ante-natal care: The respondent was asked if she had attended 
ante-natal care ifshehad been pregnant in the preceding five years. The number 
of visIts and Issues of quality of care were not probed. 
Use of contraception: WhUe all women were asked if they used contraception, 
analysIs was performed for women within the reproductive years (15-45 years). 
Illness: 
Acute and chronic * 
Information on the acute and chronIc illness of respondents was based on 
reported cases of illness rather than dIagnosed cases. The recall period used for 
acute illness was TWO WEEKS preceding the interview, The recall period for 
chronic illness was THREE MONTHS preceding the interview. 
Gynaecological 
Respondents were asked if they had been treated for reported gynaecologIcal 
illness. The recall period for gynaecologIcal illness was THREE MONTHS preceding 
the interview. 
Use of health services Included: preference for use of a service when ill and 
-
reasons for this. The method of transport used to reach a service, the cost and 
time taken to get to a service when actually ill was investigated. 
Knowledge of services Included: where to have a chUd immunized, where to 
buy milk for an infant, where to have tuberculosIs testing, where to have an 
injury treated, where to have.a cervical smear taken and where to go for an 
emergency illness at night. 
A fullllst of all Variables used and an explanation ofthelr content Is provided in 
the glossary in the Appendix C. 
* Acute illness and chronic illness were derived from questions 2 &3 on page 24 and 
question 4 on page 25 of the questionnaire respectively (see Appendix B). Interviewers 











3.4 MEASUREMENT OF VARIABLES 
The pre-pilot phases 
The initial steps of becoming familiar with the study area through making 
contact and consulting with community-based key informants, health service 
deliverers and other relevant groups or organisations in Khayelitsha were 
described in Chapter 1. 
In-depth interviews conducted during the pre-pilot stage took two forms: 
1) In-depth discussions with key informants. 
11) In-depth discussions with groups of residents in the different areas of 
Khayelitsha. 
It was felt that this mix of in-depth interviews and the household interview 
survey methodology was appropriate given the nature of the study1.4. Discussions 
with key informants were used to evaluate the relevance and sensitivity of 
questions and whether the appropriate people would be reached by the survey. 
The qualitative information gained provided the l.Ja~js for the formulation of the 
questions included in the questionnaire. Greater detail of the rationale for the 
qualitative stage of research that preceded the survey and results of these 
interviews are documented in Chapter 4. 












The questionnaire was developed over a period of months. A full copy of the 
questionnaire can be found in Appendix B. The questionnaire was based on a 
review of the literature and the in-depth interviews conducted with key 
informants described in Chapter 4. The questionnaire was further modified 
through discussion with the interviewers during tratntng and after being pre-
tested through a pilot study. 
The study team 
The study team consisted of 11 field workers (interviewers). 2 field coordinators. 
two researchers (including the author) and 3 coders. 
Interviewer Selection 
The following criteria were set in the interviewer selection: Interviewers were to 
..... 
be female. mature and had to have a minimum qualification of 10 years offormal 
schooling. Other criteria were fluency in English and Xhosa and experience in 
dealtng with people. Interviewers were to be resident in Khayelitsha. Persons 
with similar characteristics plus managerial I co-ordination skills were appointed 
as field coordinators. 
Interviewer posts were advertised through community projects and organisations 
with whom contact had been made during the consultation phase of the study. 
A total of 50 candidates were recommended by these organisations and projects. 
FInal selection was made through Interviews with candidates by two or three 












Interviewers were trained over a period often days prior to the pUot study. Re-
training occurred after the pUot study in order to familiarise interviewers with 
the changes to the questionnaires. Supervision and ongoing training of the 
interviewers continued throughout the project. 
Interviewers were assigned to areas in which they lived. However, respondents 
whom they knew were re-asstgned to be interviewed by other interviewers to 
reduce bias which could have resulted from familiarity. Households were 
assigned in equal proportions initially amongst interviewers. Due to greater 
dJfilculties in some areas finding respondents and other personal factors, 
households were reassigned from some interviewers to others who had finished 
their quota. Two interviewers continued conducting interviews in January and 
February 1990 and therefore completed a larger proportion of the interviews 
than the rest-. 
.... 
Pilot study . 
The aim of the pUot study was to assess all procedures and the questionnaire 
for their suitability. The pUot study was conducted within Town One of 
KhayeUtsha. Non-study areas within KhayeUtsha did not exist as the survey was 
to cover the whole of Town One and conducting the pUot study in areas outside 
KhayeUtsha was conSidered unsuitable as they were too different to act as 
appropriate areas in which to pre-test the questionnnaire. A convenience 
sample of 47 women resident in KhayeUtsha were chosen by the interviewers 
from amongst their neighbours or acquaintances. Should any of the same 
respondents be randomly selected in the survey they were to be excluded 
without replacement. The pUots study revealed that interviews lasted too long 
• Theflnal proportion of household Interviews conducted by the 11 Interviewers were as 
foUows: one Interviewer completed 6% of the Interviews, three completed 7% each, two 
completed 8% each, afurther two 9%each, one completed 11 % and the two who continued 











(approximately 2 hours) and that some questions lacked clarity. As a result 
many of the questions were changed and a few excluded. 
The final questionnaire was translated from Engl1sh into Xhosa with each 
questionappeartnginthequestionnalrein both languages. The Xhosa translations 
were 'workshopped' with the field worker team and the final wording in Xhosa 
decided upon by consensus. This method of translation was used in order to 
reduce ambiguity, obtain standardisation In the way questions were asked and 
uniformlty In meaning. 
Mapping unservfced sites 
Approximately 10,000 shacks on unservlced sites were mapped over a period of 
three weeks after the pUot study. This was done In order to draw a random 
sample ofthese sites for inclusion in the study. Using previously obtained maps 
as a starting point, interviewers' knowledge of the area was used to Identify 
. ~ 
where unserviced sites were located. Interviewers walked through these areas 
and produced hand-drawn maps. (Figure 1) These shacks were then numbered 
and a random sample selected for Interview. WhUe this was a costly procedure. 
It greatly Increased the representativeness of the sample. At the time of the 
survey, aerial photographs that were avallable were out of date and with the 
rapid Increase in the number of unserviced informal housing. it was ltkely that 
sampling would have excluded the newest arrivals in Kbayel1tsha. Earlier 
experience In a study examlnlng vaccination coverage In the unservlced 
Informal housing areas showed that large areas could not be identlfled from 
aerial photography. For example. 30 areas with unserviced sites. Identlfled from 
the drawn maps had not been identified from aerial photographs·. As it was 
expected that these areas would be most vulnerable from a socio-economlc and 
health perspective, It was considered important that proper sampling occurred 
In these areas. 
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The household interview survey was conducted between September 1989 and 
February 1990. Interviewers met initially on a dally basis and later twice a week 
or on a weekly basis to hand in completed questionaires to the field coordinators 
for checking and to discuss any problems. The author kept in regular contact 
with both the interviewers and field coordinators. 
3.5 PROBLEMS IN 11IE FIELD. 
Leadership problems 
Despite misgivings by the researchers about meeting with the discredited 
governing local authority at the time. the Lingelethu Town council. community 
advice was followed and a meeting held with this body to infQl;Dlit about the 
study. In the informal housing areas. an informal hierarchy of leadership 
existed in the form of ' shack lords' (headmen) controll1ng certain blocks. There 
were several rival area committees of headmen whose approval had to be sought 
in order to gain access to the area. Meetings with individual 'leaders' were held 
as the need arose. For example, after selection of the interviewers, one 'leader' 
in a block of Site B and another in Greenpoint refused the research team access 
to their respective communities on the grounds the interviewers whom they had 
recommended. had not been selected. Discussion with them revealed that they 
felt that not acting on their recommendation damaged their credibility in their 
community. Access was obtained after a meeting during which the criteria laid 
down for selection of interviewers were explained. There was an instance where. 
even after consultation with 'leaders' in the area. two interviewers were denied 
access to an area by a headman who was unknown to the researchers. Theywere 
obliged to obtain written permission from the Lmgelethu Town Council before 











The situation was aggravated by the fact that rlvahy existed between different 
factions so that it was d1fllcult to know whether to mention the names of'leaders' 
or organisations that had been consulted with prior to commencement of the 
study. 
The problem of interviewer safety was a further area of concern. One of the 
interviewers was assaulted during fighting that erupted between rival mini-bus 
taxi operators-in Khayel1tsha for a few weeks during the sUIVey. Apart from the 
risks to their safety, this also slowed down the pace of the sUIVey as Interviewers 
were. hampered in acqu1r1ng transport to different areas withi  Khayel1tsha, 
while the taxi contlict lasted. In addition one Interviewer was bitten by a dog. 
While it was hoped safety problems not occur, as a precaution insurance had 
been taken out which covered interviewers in cases such as those described 
above. 
One interviewer experienced sexual harassment from a male member of a 
household where she had gone to conduct an interview. 
• Mini-bus taxis have become a comnwnformofcommuter transport. For many Black South 
J\lHcans who have long commuting distances 'between work and home this Is generally 
the nwst convenient, cheapest and qUlckestform of transport. However there are a large 
number of taxi operators serving a limited commuter community. This as well as a 
deflclent licencing system have been some of the factors which have led to Intense rivalry 
between mini-bus operators over acquiring passengers and serving particular passenger 











Problems of Geograpby 
Field workers experienced some cUfilculty In folloWing up households In the 
unserviced informal housing areas during the latter part of the survey and 
during the repeatability and vaUdity studies. This was due to the transient 
nature of many of the dwellings as well as new dwellings being constructed. The 
hand drawn maps became rapidly out of date as a result. 
Flndin& the Respondent 
Difficulties were experienced finding respondents. In the housing area, for 
example, it was usually more cUfilcult to find people at home during the day as 
residents were generally at work. In the Informal housing areas, where the rate 
of unemployment was high, despite expectations, it was not easy to find 
respondents by day as people were usually away from home looking for work. 
Much of the fieldwork thus took place at night and overweekendi. As weekends 
were a time of recreation for most of the people In Khayelltsha, Interviewers 
encountered other problems such as inebriated and un-cooperative Interviewees. 
3.6 DATA ANALYSIS 
3.6.1 DATA MANAGEMENT, CODING, QUALITY ASSURANCE AND 
CAPTURE 
In the field, all questionnaires were checked for completeness and consistency 
by the two field coordinators. In addition a sub-sample was checked by the 
author during field work. Any missing data were referred back to Interviewers 
for correction. Ifnecessary, a repeat visit to the household concerned was made. 
Questionaires were placed In Individual envelopes by Interviewers with their 
name, that of the respondent, the area of reSidence and a checklist for 











Questionnaire data were coded by three trained coders, during the same period 
in which the field work was carried out. They were able to check that responses 
entered for each respondent were consistent and logical. They referred 
questionnaires back for correction to interviewers, where necessary. The author 
also checked a sub-sample of coded questionnaires for accuracy. Closed 
questions were coded numerically according to a preset schedule. Open-ended 
questions were post-coded by the coders in discussion with the author. Lists of 
answers were grouped into categories and numeric values assigned. Areas of 
employment in the formal sector were coded using the Standard Industrial 
Classtftcation of all EconOmic activities (SIC) schedule (Department of Statistics , 
Pretoria, January 1991) Social position or class was coded using the CASS 
provisional index for occupational categories, groups and prestige ratings 
(Schlemmer and Stopforth, Durban, 1979). Illness data was coded using the 
ICHPPC system International Classtftcation of Health Problems in PrtmaryCare) 
(Oxford University Press, Third Edition, 1983) 
Questionnaires were designed and coded in such as manner to enable data entIy 
onto the Vax mainframe computer by the Data capture service at the University 
of Cape Town. 
The BMDP statistical programme (Dixon, 1985) on the mainframe vax computer 
was used to perform data cleaning and run univariate and bivariate analyses. 
Multivariate analyses were performed using PC / BMDP software (BMDP Statistical 
Software Inc., Los Angeles, 1990). The Epllnfo version 5 statistical programme 
(Centre for Disease Control, Epidemiology Program Office, Atlanta, USA, April, 
1990) was used to test bivariate analysis results for signtftcant aSSOCiations by 
calculation of Odd Ratios (ORs), X2 test scores and p values. 
All data were cleaned by exam1n1ng the frequency distributions and univariate 











blelfgtble data. Where the error was located in the raw data, the relevant 
respondent's data envelope was drawn and checked for errors. 
A data description program (PIO), describing the variables and their 
characteristics was written. The raw data yielded 163 Variables which were 
analysed for the purposes of this thesis. 
There were 4 continuous variables. The remainder were categorical variables. 
For bivariate and multivariate analysis, continuous variables were tranformed 
into categorical variables using appropriate cutpoints of interest. 
3.6.2 STATISTICAL METHODS 
Univariate analyses 
Univariate analyses were conducted using the BMOP P20 programme. This 
provided frequency distributions, means , medians and the rapges of dtlIerent 
variables. Univariate analyses ofsocio-economic and demographiC Variables are 
presented in Chapter 5 and health variables in Chapter 6. Transformations of 
a number of variables were performed: migration patterns were transformed to 
create the variable for the number of years spent in an urban environment 
(urban years); illness data were transformed from alpha numeric coding to 
numeric coding. Transformations were also performed to reduce data. For 
example, income data were transformed to summarise weekly and monthly paid 
categories and to reduce the number of income categories from 9 to 2. Household 
composition was transformed to condense eight categories into four main 
categories. 
Bivariate analyses 
Bivariate analyses were peformed using the BMOP P4F programme. Continuous 











OR's and Chi-squared tests were examined for statistical significance. Results 
of bivariate analyses are presented in Chapters 5,6,7 and 8. 
These results factored into a multivariate modelling process. 
Multivariate analysis 
MultiVariate analysis was performed using the BMDP Stepwise logistic regression 
(LR) programme. Potential explanatory and confounding variables in Table 1 
were examined in relation to the health outcome variables shown in Table 2. In 
addition, some socio-economic variables were explanatory or confounding 
variables for other socio-economic variables viewed as outcomes, and likewise 
a few health variables were found to be explanatory variables for other health 
outcomes. 
Explanatory and outcome variables included varied in their presence and their 
"'"' 
combination in different analyses depending on the issue under examination. 
The specific explanatory and confounding variables and 'outcome variables of 
interest used in models are shown in each chapter containing multivariate 
analysis results. 
Selection of variables for inclusion in logistic regreSSion models was based on 
a combination of a priori decisions and the results of initial exploratory bivariate 
analyses: 
1. The review of the literature and prtor qualitative research identified 
some variables as a priori variables for various health outcome 
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2. Socio-economic and demographic variables found to be significantly 
associated with each other and/ or with health outcome variables were 
included in logistic regression models to control for potentlal confounding 
or effect modification. 
Continuous explanatory variables such as age, and age at first pregnancy and 
outcome variables such as number of pregnancies were transformed into 
categOrical variables using cutpoints. Appropriate cutpoints were chosen for the 
different logistic regression models. Choice of cutpoints was based either on 
those which yielded significant associations in the exploratory bivariate analyses, 
by common sense with respect to the variable under study (for example 
determining the cutpoints of <20 years and 20+ in an examination of teenage 
pregnancy), or by using the median value for the distribution. 
Inltlally all Variables fitting the criteria for inclusion outUned above were ..,.,. 
included In the model. Forward stepping then selected the final models based 
on significant contribution to the explanatory model by the variables entered. 
Only final models are included in the results. 
Results for the multiple regression analyses are presented In tables listing the 
adjusted odds ratios for each explanatory variable. With an associated 95% 
confidence Interval and a p .. value for the regression coeffiCients based on a 
significance test [B/SE(B)) for these coeftlcle~~. 











3.7 RELIABILITY OF DATA COLLECTED 
An Interviewer other than the original Interviewer conducted repeat IntelViews 
on a 10% systematic sample of households, using a selected number of original 
questions. Repeatability of responses or Inter obseIVer agreement was measured 
using Cohen's Kappa statistic. In addition two field workers who were not part 
of the original group of InteIViewers conducted a Validity study on a 10% 
systematic sample of households. This Involved a repeat visit to this sub-sample 
of households to request documentation such as birth certificates and clinic or 
hospital record cards to verify selected information collected. Questions Included 
In the reliability and Validity studies are Included In Appendix C. 
3.8 ETHICAL CONSIDERATIONS 
All partIcipants were fully Informed by the Interviewers at the time of Interview 
that the purpose of the study was to study determinants of women's health In 
Khayelitsha with a view to possible InteIVention. They were told that they were 
free to refuse participation. All participants were Informed that the Individual 
results of the study would be confidential. 
The study was approved by the Ethics and Research cOmmittee of the University 
of Cape Town. 
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In-depth methods have their origins in social and cultural anthropology. They 
involve less structured and informal methods of study of a community. One of 
these methods, the ethnographic research method, most often involves participant 
observation in which the researcher lives in the community being researched for 
a period of time. This method is no longer confined to anthropology but has also 
become widely used in sociological research. However, while it is suited to 
examining more covert and spontaneous behaviour, it has certain drawbacks: 
1. It is laboriOUS and time-consuming. 
2. It presents problems with respect to the typicality and representativeness 
of the group researched. 
4. It also presents some problems with re&pect to the reliability of the observer 
status and hence replication - i.e. would another observer using the same 
methods get the same results. 
4. There are may also be problems with access to a particular community by 
some researchers due to class, race or language barriers. 
On the other hand there may also be problems with survey methods. A sample 
survey enables the collection of a large amount of information in a relatively 
short period of time and is generalisable to the whole population of the area 
under study. However sensitive issues in the community may be difficult to 
measure and the survey methOd may lead to superficiality in measuring these. 
There may also be certain areas of research that in a particular context, are 











Arguments have been made for a mix of methods Involving exploratoIY. relatively 
unstructured Interviews at a pUot or pre-pUot stage. followed by a formal survey 
Involving structured questionnaires to provide larger and more generalisable 
information I 
For example. Preston-Wbyte2 . argues It may be problematic to rely solely on 
quantitative methods to investigate social and economic environments alien to 
the researcher. She argues that the formulation of questions in a survey without 
prior qualitative research. may lead to reseachers missing important areas of 
experience which. due to coming from a different social context. they may not 
anticipate. She suggests that an informal schedule ( 'aide memoire') be used In 
discussion with the respondent in the early and exploratoIY stages of research 
and that qualitative case studies can also be used to expand and check 
quantatlve data. 
CooperU found that case studies of male mine workers and 1emale-headed 
households In Botswana towns served to provide In-depth insights Into what 
was occurring soclo-economically and to generate perspectives and hypotheses 
which could be followed up and tested by a later survey. He suggests that large 
scale surveys be supplemented or co-associated with in-depth studies. 
4.2 RA110NALE FOR DOING IN-DEPTH INTERVIEWS PRIOR TO SURVEY 
IN KIIAYELITSBA 
The In-depth Interviews in KhayeUtsha were conducted for the following 
reasons: 
I. Scant baseline information for the research areas was available for 
Khayel1tsha. There was thus a need to formulate definitions and categOries 
in these areas. There was a need to obtain a picture of general trends In the 











2. The information obtained in the in-depth interviews could be used as 
background against which to compare the information emanating from 
the survey. 
3. In-depth interviews could be used to check the relevance and 
appropriateness of questions in the draft questionnaires, whether questions 
had been appropriately phrased and whether the appropriate respondents 
had been targeted. 
4.3. TYPES OF IN- DEP'nIINTERVlEWS CONDUCTED 
Prior to the Household Health Interview Survey, eight in-depth interviews were 
conducted. Two types of interviews were conducted. These were with: 
I. Key Informants: the aim of which was to obtain an overview of life in 
Khayelit&ha. 
2. Groups of residents: the aim of which was to obtain information on a 
typical group of residents in the various geographical areas ofKhayelitsha. 
4.4 CONTENT AREA OF IN-DEP'nIINTERVlEWS 
The areas of discussion for the in-depth interviews were based loosely on the 
areas ultimately to be covered in the survey. These included determining 
amongst the people living in Town One of Khayelitsha: 
1. Environmental conditions. 
2. Household composition 
3. Patterns of urbanisation/ rural - urban migration. 
4. Educational levels. 











6. The manner of acquisition of sites and houses. 
7. Local government power relations and structures 
In addition, they Included determining among women: 
7. ChUdcare arrangements and social isolation.· 
8. Selected areas of women's reproductive health. 
9. Patterns of health services used In acute and chronic illness. 
The results of the In-depth Interviews consist of a summary of themes emerging 
from the Interviews conducted. Some individual examples will be cited to 
illustrate the information obtained. 
4.5 METHODS 
A set of guide questions revolving around the nine areas outllne4 above were 
used to conduct the In-depth Interviews. It was not possible to tape record and 
transcribe the Interviews due to sensitivity to this on the part of respondents. 
For example Informants would have been reluctant to provide information on 
areas such as the manner of acquisition of sites and houses and power relations 
and structures if they were to be recorded. Interviews were therefore recorded 
by writing detailed notes during discussions and adding any information and 
Insights gained lmmediately after the Interview. Content analysis was used to 
'cut and paste' individual Interviews Into themes. Themes were organised Into 
areas offocussed Interest and expressed as a range of views and opinions. A total 
of 10 In-depth Interviews were conducted. Three Interviews were conducted In 
the formal housing area, one with a group of 5 typical male resident In formal 
sector employment and two with female key Informants, one of whom worked In 
the area and one of whom worked and reSided in the area. In Site C three 











two separate indivtdualinterviews with a female and a male key informant who 
worked and resIded in the area. In Site B two separate IndIvtdualinterviews were 
conducted with one female and one male key informant who worked and were 
resIdent in the area. In Greenpoint two interviews were conducted, one with a 
group ofB typIcal women resIdents and one with a female key informant working 
but not resIdent in the area. No resIdents or key Informants from the informal 
unserviced housing areas were able to be Interviewed. Limited information was 
obtained through observation and from informants living In other areas. 
4.6 RESULTS AND DISCUSSION 
4.6.1. ENVIRONMENT 
Formal housing area 
Informants were all from the 'core' house area. The basIc core house was bunt 
of brick ana had two rooms (a bedroom and a kitchen/ living room)and a 
bathroom with a flush tonet and running water, but no bath. ResIdents had to 
put in their own bath and cell1ngs. At the time of the study, there was no 
electricIty installed. 
Beyond th~se basIc conditions there was a large degree of variation, due to 
people making improvements to their homes. 
These variations differed according to the financIal sItuation and personal 
preferences of resIdents. For example while one informant had extended her 
house, another had installed a bath. 
The core houses were rented for R20 a month. Refuse was collected in black 











Gas was the most common source of energy for cooking and paraffin or candles 
used for Ughting. Paraffin was most commonly used for heating in winter. 
Ownership of commodities such as radios, televisions and telephones varied 
greatly. Those who owned television sets ran these offa battery. There was wide 
variation in the occupancy of the rooms due to differences in household 
composition. Due to the small size of the houses however It was common for both 
rooms In the house to be used as sleeping places at night. In many cases there 
was a slgntftcant degree of overcrowding. 
Informal bouslng areas 
Shacks were generally bullt from corrugated tron, canvas, plastic or wood. 
Paraffin stoves were most commonly used for cooking. Candles and oll lamps 
~ 
were used for Ughting. In Site C it was reported that wood was also used for 
cooking and burnt In tins to provide heating. Many people had radios and some 
had television sets, run off batteries. There were no telephones. Some people 
with shops owned a fridge but It was uncommon for other residents In the site 
and service areas to own a fridge. 
SlteB 
Site B Is a site and service shack area. The size of the shacks bullt Varied. 
Generally they were two or three roomed. The Size of the shacks was llmtted by 
the size of the plot which was 90m2 • Depending on occupants'financlal position, 
some laid cement floors, whlle others used plastic or sheets of metal as flooring. 











Each dwelling had its own outside flush toilet. An outside tap was shared by two 
dwellings. 
Grccnpoint 
Greenpoint had initially consisted of large tents erected by the army to 
accomnodate refugees who fled to the area during the Crossroads crisis in 1986. 
Residents had since erected shacks to replace the tents and the council had 
demarcated sites and provided some services. The shacks were mostly two 
roomed. consisting of a kitchen and a bedroom. The kitchen was generally used 
as a sleeping space at night. The size of the shack was funited by the small size 
of the plots. which had previously accomodated tents. 
There were no inside toilets or water supply. The water supply consisted of two 
taps at eacu end of every row of shacks. The number of families sharing this 
facility was d1fflcult to determine. as it acted as a water supply outlet for 
residents of the unserviced informal housing areas as well. This led to a strain 
on water resources in the serviced areas. Each tap was thought to serve about 
fifty families. 
Most of the toilets were of the bucket type. More recently flush outside toilets 
had been installed in some areas of Greenpoint. Toilets were shared by 2 - 4 
families. 
The roads were untarred. The situation with respect to refuse removal was 
hopelessly inadequate. There were 4 large bins at each end of a row of shacks. 
Refuse removal was very erratic. AS the bins were inadequate to cope with the 
amount of refuse and were some distance away for many of the households. 











Informants reported that children frequently used a polluted lake at the one end 
of Greenpoint, as a playing area. 
SlteC 
There seemed to be a similar pattern with respect to the size of the dwellings to 
the other site and service areas of Town 1. At the time of the study, each dwelling 
had its own bucket toilet and outside taps were shared by a number of dwellings 
in the street. 
Unserviced informal housing areas 
Due to the lack of informants no detaUed environmental information was 
obtained on the unservlced informal housing areas. However, personal 
observation revealed these areas to be growing extremely rapidly and to be 
greater in density than the serviced areas. There were no taps or toilets provided. 
~ 
People sometimes built their own toilets, or used those In the serviced areas. 
4.6.2. HOUSEHOLD COMPOSITION 
In all areas of Khayelitsha there was a wide variety of types of household. The 
following types of household composition were Identlfted: 
1. The nuclear famUy • mother, father and children. 
2. The extended famUy. (This would often Include, parents, children, 
grandchlldren. aunts. uncles etc.) 
3. A woman on her own living with her children. 
4. A single person living on, her or his own. 
5. Relatives living together. 











Lodgers would generally occupy an extension to the farnUy dwell1ng. It was 
common for a household to have absentee members. These were frequently 
chUdren staying with a grandmother or other close relative in a rural area of the 
former Transkei or Ciskei. 




The residents ofthts area of Khayel1tsha were commonly born in Cape Town or 
urban residents of long standing. Many had l1ved in backyard shacks in the 
...... 
other African townships and had moved to Khayel1tsha to acquire their own 
house. Others were men who had previously l1ved in hostels, with or without 
their famtltes, and who had moved with their farnll1es to Khayel1tsha after the 
easing of the 1ntlux control laws. 
It was considered uncommon to find new arrivals from the rural areas in the 
housing area of Khayel1tsha, except in the case of extended farnUy members 
joining the categories of people described above. 
SiteD 
The largest category of residents were refugees who had fled Crossroads during 
the 1986 'Crossroads Crisis'. The general migrational pattern was from former 











residents of Crossroads who carne to Site B originated from Cala in the former 
Transkei indicating that kinship or rural friendship ties may have influenced 
where people settled. 
Other smaller categories included: Residents who had come from 'backyard 
shacks' in other townships, in the hope of using Site B as a 'stepping stone' to 
the housing area ofKhayeUtsha and new arrivals from the rural areas. The latter 
were usually relatives of the other categories mentioned. 
Greenpofnt 
Residents of Greenpoint were mostly refugees from the Crossroads crisis of 
1986. 
More recent arrivals were relatives of the above. 
There were some new arrivals consisting of people removed from other squatter 
areas. For example, squatters from Noordhoek had been moved to Greenpoint 
until they were allowed back to Noordhoek by a court decision. 
At the time of the study, some of the original res1dents had begun to be moved 
to site and service areas in Town 2. 
WhUe most adults had been born in a rural area, many had Uved in Cape Town 
for some time. 
SlteC 
The majority of reSidents of Site C were part of the 'Cathedral Squatters' who 











remain legally in Cape Town. followed by 18 month permits. till the influx control 
regulations were lifted. 
~ewer arrivals were likely to be relatives or friends of the original residents. 
Unserviced informal housing 
Informants from other areas could not provide information on .patterns of rural-
urban migration in these areas. 
URBAN / RURAL LINKS: 
There was a great deal of variation. due to people's speciflc circumstances. 
Some case stpdies will be presented to maintain the richness of these variations. 
~ 
Core houses 
Of the group offtve male informants. one was born in Cape Town. and while he 
visited relatives in the former Transkei. he had no matertalllnks and expressed 
no desire to live there. Two were originally contract workers from the Transke1. 
who had corne to Cape Town in their early adulthood to work. Both expressed 
a preference for living in a rural area and for returning there when they are old. 
despite the fact that their wives and children lived in Cape Town. One owned 
land and had maintained a horne in the former Transket. The other had no land 
or house and although he expressed a preference for living in a rural area and 
returning there when old. he felt he· might not be unable to do so as he lacked 
any material resources in a rural area. Both had worked and lived in Cape Town 
continuously for more than 30 years. The remaining two were from small towns 











Town, while his three older children lived with his mother in a small town, where 
he owned property. Despite this he saw Cape Town as his home and expressed 
a preference for remaining. The other had left his wife and fam1ly in a small town 
in the Eastern Cape and saw his stay in Cape Town as temporary. 
There were some links with rural areas for all five. A common denominator was 
relatives staying in a rural area and 'cultural' ties such as the desire to send theli 
sons to a rural area for their initiation ceremony. The respondents stated that 
it was common regardless of strong or weak rural ties, to send children to a rural 
area for schooling. The reasons for this were practical rather than a desire to 
maintain rural links: they feared disruption of their children's schooling as a 
result of frequent school boycotts in the Cities. It thus appears that schooling of 
children in a rural area is not in itself, necessarily a good indicator of stronger 
rural ties. 
According to informants, some younger urban-born people attached a stigma to 
the maintainance of close links with rural areas. The reasons for this were 
political, relating to their status.as 'homelands' at the time of the study. 
The two women informants were both born in Cape Town. Both had been sent 
to the former Transkei for part of their schooling but had lived their adult lives 
in Cape Town. Both visited relatives in former homelands or their adjacent towns 
and one had sent her elder daughter to stay with her mother in the former 
Transkei. They expressed a preference for living in a city for personal, life style, 
and financial reasons. 
SiteD 
Informants interviewed had varying birth places and rural links. One female 











had come to Cape Town as young adults. They had relatives in Cala, whom they 
visited regularly and although owned no land or house in Cala, wished to do so. 
Their son would be sent to the former Transkei for high·school and initiation. 
This was because of the disruptions in urban schools as well as due to the 
perception of a better and quieter life in a rural area. She expressed a clear 
preference for life in a rural area and stated that she wished to return there when 
old. The male informant interviewed was born and grew up in Cape Town. Whlle 
he had close relatives in Cala in the former Transkei, he saw himself as urban-
based as he had no experience of any other kind of life. 
Greenpoint 
A discussion was held with a group of women who have very recently moved from 
Greenpoint to Town 2. All except one, who had arrived recently, had fled 
Crossroads during the crisis of 1986. They had initially been housed in tents in 
;.;. 
the Nyanga area and then moved to tents in KhayeUtsha. Most had resided in 
the Nyanga bush area ofpre-1986 Crossroads. All the women in the group had 
been born outside of Cape Town either in the former Transkei or its bordering 
towns. Except for one who had moved in the 1960's, all had moved to Cape Town 
in the early ormtd-1980's. The majority had move to Cape Town to join partners 
. or parents. One had moved to be closer to health services as her chlld had been 
ill. They had relatives in rural areas and visited them regularly. There was 
variation in material ties. Although not all had sent their chtldren to school in 
a rural area, most expressed a preference for doing so. All felt a rural area was 
the most appropriate place for a son's initiation. Reasons given were that it was 
'home' and that it was only there that the 'real thing' could be experienced. The 
majority of the informants spoke of the rural areas as 'home', felt they would 
rather live there if they could and expressed a desire to return to a rural area 











in the rural areas even if one has no children, Job or money in a way that it is 
not possible to in the cities. Another comment was that when one died, one's 
children would not be thrown out of one's house, as happened in the cities. 
SlteC 
The group of women informants interviewed in Site C had all come to Cape Town 
from the former Transkei or small towns in the vicinity in the 1960's or early 
1970's. Some had lived in Langa, others in Crossroads and one in a town in the 
Western Cape prior to moVing to Khayelitsha. Reasons for the move to Cape 
Town were: to Join family, find work or seek medical treatment. Their rural links 
seemed to be strong. They emphasised they had only been drawn to Cape Town 
for financial reasons. They all had relatives in the former Transkei whom they 
visited regularly. They stated they would prefer to send children back for 
ceremonies such as initiation and expressed a desire to return when old. The 
.,... 
issue of the importance of sending children to a rural area for their schooling 
seemed to be a less clear cut issue. Informants reported that their children were 
in school in Cape Town. 
4.6.4. ACQUISITION OF SITE/TENURE IN KHAYELITSHA 
Core houses 
When this area was settled initially, a house was acquired by placing one's name 
on a housing waiting list for Khayelitsha. Houses had been obtained fairly easily 
in this manner because at that time, it was government policy to persuade 
residents of other townships to move to Khayelitsha despite a community 
campaign against this·. 











At the time of the study. no rented formal houses were being builtin Khayelitsha. 
The procedure followed by those wanting a house was to pay someone vacating 
a house to gain occupation. The amounts paid varted, but were often in the 
region of about R 1000. The council would be approached by the person vacating 
the house and the person wishing to take occupation, to arrange for a transfer. 
It appeared that the housing authorities acquiesced easily and turned a 'bllnd 
eye' to formal waiting lists. Sometimes bribes were involved in this process. Once 
a house had been acquired, a rental ofR20 a month applied. 
According to the informants, some people rented several houses in different 
names and then sublet these to others for a profit. 
Sites B & C and Greenpoint: 
When the Greenpoint area was first settled no payments were made to move into 
a tent on a she. Residents then built shacks in place of the tents. 
At the time of the study, in all site and service informal housing areas sites were 
acquired by approaching headmen in control of the area. On payment of a fee 
of R25, a site number was allotted. 
It was common thereafter for representatives of a headmen or a committee to ask 
for further payments. According to the informants, many people in Site B 
ignored these demands for further payments, while in Site C tighter control 
seemed to exist for continued payments which were between R7 - R12 per 
month. These were said to be for services. In Greenpoint, further payment was 











Unservlced informal housrn, areas: 
Informants outside of the unserviced areas reported that no squatting took place 
In Khayelitsha without permission from the Llngelethu council. The squatting 
In the unserviced areas was temporary. The council surveyed plots and allocated 
numbers, despite no provision of services. It was believed that people paid R25 
to obtain a site. In addition they were supposed to pay a regular monthly amount 
of R7. As no services were provided it was unclear what this was for. Promises 
had been made to them that they would get a serviced site at some stage. 
According to informants, almost every open area In Khayelitsha was occupied 
by informal squatting. One of the biggest areas was near the station, opposite 
Site C and an area running next to the N2 highway. Other informal unserviced 
settlements were adjacent to Greenpolnt and scattered within Site B. Residents 
in these areas had generally been living with family or friends In Site B and C 
~ 
and had moved to unserviced areas as they wanted to erect their own dwelling. 
Business sites: 
According to informants there was no payment for sites for stalls in the informal 
business sector. It appears that no permission was needed to set them up. The 
small scale and tenuous finanCial nature of these operations perhaps rendered 
them neither worthwhtle nor possible to monitor and tax. 
4.6.5 POWER RELATIONS 
The Lingelethu Town Council 
Informants In the core housing area saw residents In the Informal housing areas 











paid the monthly levy for their site. The homeguards were thought to be modelled 
along the lines of those that existed in Old Crossroads5 • Information as to who 
constitued the homeguards was unclear. They were thought to live in the 
informal housing areas and to consist of a range of people - municipal police, 
some officials of the board, and some unemployed people. It was the informant's 
view that most of the official leadership's support was based on historical 
allegiance as part of the original group of Cathedral squatters described in 
Chapter 1 and on fear. 
4.6.6. EDUCATION 
Predictably, in a heterogeneous population such as Khayelitsha, educational 
levels varied widely. Some of the informants had only primary school education 
while others had post- secondary school qualifications or training. 
4.6.7 OCCUPATION AND EMPLOYMENT 
The unemployment rate in Khayelitsha was believed to be high. Some non-
governmental service organisations working in Khayelitsha, consulted in the 
-
process of the research, estimated unemployment to be 60%, in some areas even 
higher. Those in formal employment particularly in the informal housing areas, 
tended to be' unskilled or semi-skilled. For example many men worked as 
labourers in the construction industry and most women as domestic workers. 
Some were employed in seasonal (temporary) work in the agricultural sector. 
Some job-seekers had obtained very low paying Council jobs within Khayelitsha: 
sweeping of roads; carrying bricks; tarring of roads; and chopping trees in the 
bush around Khayelitsha for wood. Both men and women occupied these jobs. 
The going rate for the job mentioned was R20 a week. 
Some of those in formal employment were also engaged in activities in the 











The informal sector 
Due to the high unemployment, the informal sector was considered to be large. 
Activities: 
Retail 
Hawking: This included the hawking of vegetables, meat and entrails, and 
cooldrinks. 
It was thought that women predOminated in most of these activities. 
Shops: Some of those in the informal sector ran small spaza* shops. It was 
common in the informal housing areas to see reSidential shacks with signs 
displayed advertising a shop. 
;.;. 
There were <also some large supermarket operations. These were located in the 
housing section. 
Other retail activities included: sale of second-hand clothing, furniture, 
appliances, gas, parafDn, bulldlng materials (usually corrugated iron and wood) 
and the sale of herbs for traditional mediCine. 
Informants felt that in general, the retail section of the informal sector sustained 
a very tenuous hand-to-mouth type of existence. Minimal available outlay kept 
operations small, there was much duplication in activities and the market was 
not good as customers did not have much money. Most of those in the informal 
sector were believed to have been thrust there by virtue of being unemployed 
rather than through choice. 
• Spaza shop Is the term usedfor Informal grocery shops runfrom the home, 











Shebeens and some grocery shops were successful. They required greater initial 
capital outlay. however. and were therefore out of the reach of the average 
unemployed person. These small businesses generally employed famUy. often 
child labour at very low wages. 
Services 
Small scale service operations included the mending of garments. door to door 
collection of drycleaning. puncture repair. photography. and hairdressing. 
According to informants. the m~ltltude of signs advertising hairdressing salons 
were not an indication of business in this sector flOurishing. Often signs are put 
up merely in the hope of customers calltng. 
Involvement in the mtnt-bus transport industry was considered to be a lucrative 
activity. Taxi owners were usually employed elsewhere and employed drivers to 
run their taxis. Taxi owners Uved in all areas of KhayeUtsha. 
Participant observation while conducttngintervtews provided further tnfonnatlon 
on the informal sector. For examplewhUe conducting an interview in Greenpoint, 
a person came around seIItng plastic cups; another came around asking tfthere 
was any dry-cleaning for collection; and the house next door to the one where 
the interview took place had a sign up indicating that window glass was for sale. 
Informants felt that during a survey. participants in the informal sector would 
be willtng to provide information on their activities but that ftnancialinformatlon 
would be unreUable. 
4.6.8 THE DISTRIBUTION OF DOMESTIC WORK IN THE HOUSEHOLD 
The picture obtained of the division of household domestic chores was that 











home. and where other unemployed adult women were present In the household. 
the latter would perform the bulk of the domestic chores. In many cases these 
chores were performed by teenage daughters. 
4.6.9 ATrlTUDES OF WOMEN AND THEIR PARTNERS TO WORKING 
OUTSmE THE HOME 
There was much variation In attitudes to women working outside the home. 
reflecting the differing social positions and levels of status and power of women 
In Khayelitsha. 
For example. a woman informant In the housing area was the head of her 
household and enjoyed working outside the home and bringing In her own 
Income. Financial decisions were taken by herself. 
The group of women Interviewed from Greenpolnt held a variety of views. 
Younger woinen had stronger preferences for working outside the home than 
older women In the group. The former felt that working outside the home was 
deSirable as it could provide a stable and reliable Income. 
Younger women stated that their male partners did not mind them being In 
employment. Older women reported that partners preferred them not to work 
outside the home. For example one of the older Informants stated that her 
husband wanted her to stay home despite the fact that no-one In the household 
had a job. 
4.6.10 CHILD CARE ARRANGEMENTS 
As many women were unemployed. they looked after their children themselves . 
. Despite the fact that a number of sites had been allocated within Khayelitsha 











creches to be run from private homes. However. many women could not afford 
to send their children to creches and so informal arrangements were common. 
These took the form of relatives or other members of the household who were not 
working. caring for young chUdren. Another regular means of chUdcare was to 
leave a younger child with a neighbour till older children came home from 
school. The older children then took over the care of the younger ones. It was 
common for older children to care for themselves after school. On occasion. 
neighbours cared for children. They were sometimes remunerated'in cash or in 
kind. while at other times it was done as a favour. 
4.6.11 SOCIAL ISOLATION OR SUPPORT AMONGST WOMEN 
The only information obtained on social isolation or contact was from the key 
informant in the Greenpoint area. 
She stated that women In GreenpoInt did not appear to be socially isolated. The 
CathoUc church In the area was a common meeting place for women. Those 
women not In formal employment sociaUsed much. Routines such as doing the 
laundIY became social occasions. with women conversing outside while they 
worked. Women alsosociaUsed while fetchtngwater at communal taps. Reciprocal 
arrangements such as doing each other's hair. keeping an eye on each others' 
children and so forth existed. Once a woman became employed. her membership 
ofthts social circle tended to lapse. as there was no longer an opportunity to meet 
as much. Employed women may therefore be more isolated. 
According to the informant. the sense of community amongst residents of 
Greenpoint was evident amongst those who had recently moved to Town 2 into 
upgraded site-and-service areas. They tended to remain together not m1x1ng 
much outside of their Original circle. The informant suggested however that 











Informants expressed problems relating to day hospital staff. They perceived the 
care by health personnel to be deficient. due to inadequate consultation time. 
Clients were also unhappy with the fact that they were often treated by nurses 
rather than doctors. Op1n1ons varied on the attitudes of staff at the state health 
services. Wblle some said that nursing staff were rude or indifferent. others said 
It varied from person to person - some were caring. others not. Some informants 
expressed the view that some of the nursing staff at the day hospital in Site B 
dlscrtmtnated against residents from the informal housing areas. Hospitals 
such as Groote Schuur or Tygerberg tended to be used for chronic complaints 
needing more specialised treatment. However. transport to services outside of 
Khayelitsha was considered expensive and time consuming. De~plte this. if 
residents had sufficient money. it was common to seek health care outside of 
Khayelitsha. This was largely due to their negative views on the the state health 
fac1l1t1es provided within Khayelitsha. 
~ 
With the exception of Red Cross hospital which was viewed as a state health 
facility offering good quality care for children. private health care services were 
generally experienced as being qualitatively better than state health care 
services. Many of the non-governmental health services were respected. Transport 
costs placed constraints on the use of NGO services outside of a person's 
reSidential area. 
In addition to the health services mentioned above. there were a fair number of 
traditional healers in Khayelitsha. 
The informants in the core house area believed that within their community. 
traditional healers were used prtmar1ly for psychological problems rather than 
for physical complaints. According to informants in Site C. there were many 
traditional healers operating in the area. They suggested that people may make 











traditional healers. They were consulted for both physical and psychological 
complaints. For example, a person may consult with a traditional healer for 
Interpretation of a troubltng dream. People tended to consult traditional healers 
for physical illnesses that had defied cure by conventional medicine. For 
example, they may go for treatment for cancer that had not been successfully 
treated by conventional mediCine. People would be unllkely to go to a traditional 
healer for more common and less ltfe-threatentng aUments such as colds or 
tnfluenza. Many used both conventional and traditional mediCine. Sometimes 
they went to a conventional doctor to obtain a Sick certitlcate for work, but to the 
traditional healer for a cure. The soclo-economic proflle of those using traditional 
healers Varied. 
Informants showed some reticence and embarassment In discussing use of 
traditional healers. They indicated that the rellabUtty of the information 
obtained on use of traditional healers from respondents during the survey may 
~ 
be unrellable. Respondents would be reluctant to admit they made use of 
traditional healers to anyone perceived to be"agalnst this method of treatment. 
4.6.13 WOMEN'S REPRODUCTIVE HEALTH 
Knowledge and experience of pap smears 
The two informants In the housing area had heard of a cervical smear, but had 
never had one. This was interesting as they both had high levels of formal 
education. 
The group of informants In Site C to whom access had been obtained through 
one of the health service organisations with whom consultations had been held, 











information about cervical cancer. The service organisation which arranged this 
group Interview had mentioned the researchers Interest In women's health In 
screening for cervical cancer In particular. 
Despite the fact that many In the group were using contraception obtained at 
family planning clinics, only one was aware of having had a cervical smear. 
When an explanation was given as to what a cervical smear was, how It was done 
and what It was for, a handful of women said they were aware that they had In 
fact had one. Many questions were asked about the role of cervical smears In the 
prevention of cervical cancer. 
Sim1larly, In the group discussion with Greenpolnt informants only one had had 
a cervical smear. This had been performed durtng pregnancy and she was 
unaware of the reasons for It. Others had seen posters about cervical smears at 
the family planning cl1n1c but no-one knew what they were for. When an 
explanation was given, one additional woman stated that she was aware that she 
had had one. Once again Interest was expressed In receiving further information 
on the subject. 
4.7 ADVICE AND COMMENTS ON CONDUCTING 'mE SURVEY 
4.7.1 People tended to be suspicious of people going door-to-door asking 
questions. It was suggested that meetings be called and Information 
adequately disseminated before starting the survey. 
4.7.2 The best time for interviewing was thought to be In the early evening, 
durtng the week. Problems of safety may occur at night In the informal 
housing areas, particularly In Site C, where the home guard operated. 
As a result, Interviewers may encounter suspicious attitudes from the 











areas would probably be on weekends. However. it was pointed out 
that on weekends church and social events as well as drinking 
partIes may serve as competition to the survey. 
4.7.3 The informants felt mature women resident in Khayelitsha would be 
the best choice for interviewers. This would ensure an optimum 
response rate. It was felt that interviewers who carne from 
Khayelitsha would be in the best position to elicit honest responses. 
as respondents would be aware that they were In possession of 
knowledge of local conditions. Non-medical people would elicit 
more reliable responses on the health questions than nurses. 
Women would tend to feel constrained by what they knew to be 
desirable answers. for example on issues such as contraception. 
age of first pregnancy. attendence of health services and so forth. 
~hen Interviewed by a health professional. 
4.7.4 Duration oftnterview: The optimal duration would be apprOximately 
1/2 hour. 
4.8 COMMENTS ON PHRASING OF QUESTIONS IN QUESTIONNAIRE 
4.8.1 Occupational status 
It was advised that financlallnformation may be dtfilcult to obtain from people. 
People may be suspicious. particularly in the infonnal housing areas with their 
history of dues collection. as to how it would be used. It was also suggested that 
financial categories be used to gath~r this lnfonnation. rather than probing the 











4.8.2 Domestic work 
It was thought that women may have difficulty quantifying the amount of time 
spent on housework. 
4.8.3 Emotional stress 
It was felt that difficulty may be experienced getting information from women on . 
this area. 
4.8.4 Morbidity and sexual history 
It was felt that questions in this area could be sensitive. Some should be omitted 
and others rephrased. 
4.8.5 Tenure 
It was advised that questions about forms of tenure and payments for sites 
would be of an extremely sensitive nature in the informal housing areas. 
4.9 CONCLUSION 
In-depth interviews cannot provide quantitative and representive information. 
However they are particularly useful in gathering information of a sensitive 
nature as can be seen from the information obtained about tenure and power 
relations. Useful advice can be obtained on how to ask some questions within 
a specific community, for example, financial information and information on 
some areas of women's health. Valuable information was gathered on occupation 
in the informal sector that may not be uncovered through the less probing 











The information obtained in the in-depth interviews was offmportance in the 
process of modifying the questionnaire to be used in the sUlVey. Some questions 
were elJrninated as they were found to be supertluous. For example questions 
regarding environmental conditions were Omitted : from the final questionnaire 
I 
as the required information had been obtained through the in-depth interviews. 
Environmental conditions appeared to be fairly standard Within defined 
geographical areas deeming the collection ofrepresentattve data unnecessary. 
This enabled the questionnaires and the interview time to be shortened. Other 
questions were omitted as they were too sensitive. lnittally it was envisaged 
that a number of questions would be asked around the Issue of tenure. This 
included how the respondent had obtained her house or site and how much was 
paid for it. As it emerged that enquiry in this area would prove dUBcult. in the 
final questionnaire. the only question asked of respondents was whether her 
dwell1ng was rented. owned or free of Charge. A. question included In the draft 
questionnaire about where respondents sent their sons for 1n1t1ation was also 
omitted. Given the variability in the practice and complexity in the reasons for 
sending sons back to a rural area for initiation. it was felt that this would not 
be a good indicator of urbanisation. 
Some questions were rephrased. For example. questions about the earnings of 
respondents were rephrased to probe the ftnanctal bracket the repondent fitted 
into. rather than her exact earnings. The original question in the area of women's 
reproductive morbidity included listing a range ofgynaecologtcal symptoms and 
asking women to respond whether they had experienced any of these symptoms. 
The in-depth interviews showed that this question may eliCit an embarrassed 
response. In the final questionnaire women were only asked whether they had 
had any gynaecological illness and if they had, what this was. 
In addition the in-depth interviews provided valuable information on socio-
economic and demographic patterns and categories in Khayelitsha against 











Poor environmental conditions were evident across all but the homeowners hip 
areas ofKhayelitsha. Features such as the lack of electricity, poor infrastructure, 
lack of social facilities and the high density of dwellings, although variable in 
their severity, cut across all areas of Town One. The environmental conditions 
prevailing in the site-and-service areas were particularly deplorable. The poor· 
living conditions were exacerbated by the total absence of any basic sanitation 
at all in the unserviced areas. 
These extremely poor living conditions clearly have important implications for 
the physical and psychological well-being of members of this community. 
Important indicators of household composition in Khayelitsha were revealed 
through the case studies. Common features were· the existence of extended 
family units and of many female-headed households. A common feature of 
many households was absentee members. Frequently these absentee members .,... 
were chlldren, cared for by a grandmother, aunt or other relative in the former 
Ciskei or Transkei. 
Those residents born in Cape Town or those who had lived in Cape Town for a 
-
long period, were concentrated prtmarily in the housing area of Khayelitsha. It 
would be unusual to find residents in this category in Site C and Greenpoint. 
While residents born in Cape Town generally maintained some contact with 
rural areas through occasional visits to famUy, they were unlikely to have 
material Unks. Theywere also less likely to see a rural area as a place they would 
return to when old. 
Many residents ofSttes C, B and Greenpointwere from Crossroads, being mostly 
refugees from the 1986 criSis. Due to the effects of influx control on African 
women, women tended to be more recent arrivals. Indications were that 











It is oftnterest that many of the residents in Site B came from the same district 
in the former Transkel, indicating a tendency of people- from the same rural area 
to settle together or Join each other in an urban area. This may have provided 
a network which eased access to Jobs. accomnodatlon and social support. 
The information and advice obtained in this series of in-depth interviews in 
Khayelitsha highlights the case for the usefulness of large scale surveys being 
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Chapter 2 discussed factors influencing women's health and argued for the 
major role played by socio-economic factors in determ1n1ng women's health 
status. Important socio-economic factors included: women's work, income, 
political status, education, social status and the environmental conditions in 
which they live. In addition, the increased concern particularly in developing 
countries With the health of the newly urbanised poor and the association 
between urbanisation and certain groups of disease was discussed. This 
chapter deSCribes the socio-economic and demographic status of women living 
in Khayelitsha. This is presented against the background of some information 
about the population ofKhayelitsha as a whole. Chapter 6 w1ll discuss women's 
health status, health knowledge and use of health services and Chapter 7 w1ll 
discuss the impact of the socio-economic and demographic status of women, 
discussed in this chapter, on their health. 
5.2 METHODS 
The statistical methods of analysis used are described in deta1lin Chapter 3. 
Appendix C contains a full list ofvartable names analysed and their description. 
Definitions ofvartables used in the analyses in this chapter are dealt With below. 
The data collected includes information on the following: 
TABLE I : INFORMATION ON POPULATION OF KHAYELITSHA 
Gender and age 
Household size 
Household composition 
Number of dwell1ngs per site 











TABLE 2: INFORMATION ON WOMEN RESPONDENTS 
Environmental factors 
- geographical area of residence 





- place of birth 
- places moved to while growing up (migration patterns) 
- number of years spent in an urban area after growing 
up 
- where respondents had lived prior to Khayelitsha 
(rural-urban and urban-urban migration patterns) 
- urban-rural ties 
Economic factors 
- employment status 
- areas of formal and informal employment 
-income 
- socio-economic poSition 
Other factors 
type of housing tenure 













Due to the difficulties of applying conventional definitions of household to a 
peri-urban area such as Khayelitsha, this was defined as any group of people 
who participated together in social activities within the dwelling (such as 
cooking and eatlngtogether) and who participated in the economics ofthe group 
living within the dwelling. 
Household composition 
Initially this was categorised into the following eight types: man, woman and 
their children; a man, women, their children and relative/s; woman and 
childr~n; woman on own; family and friend/s, family and lodger; man and 
women without children and relatives living together. These categories were 
then contlated into four main types: 
-nuclear family type (a man and a woman with or without children) 
-female-headed (a woman with her children or on her own) 
-extended fam1ly type (nuclear family + relatives) 
-'alliance'type (a loose combination of family members and friends, lodgers or 
relatives living together). 
Material of dwelling 















Area of residence was defined in terms of the core housing area. Site B. Site C 
and Greenpoint (SEE MAP OF KHAYELITSHA) 
Housing type was categorised in terms of formal housing. serviced informal 
housing. unserviced informal housing and 'backyard' shacks. 
Demographic factors 
Education included: Formal schooling and after school vocational training. The 
question of whether the vocational training was formal was not probed. 
Urbanisation factors 
In view of the difficulty of measuring urbanisation status, indIcators or proxy 




Place of birth: Cape Town, other city. 'white' farm, and former 'homeland' . 
This was further dIvided into regIons and towns. 
Number of years spent in an urban area since the time of leaving school. 
The number of years spent in an urban area was calculated from detailed 
migration histories of the respondents. It serves as a crude indicator of 
'exposure' to the urban environment 
Rural-urban and urban-urban migration patterns: whether respondents 
had migrated within rural areas and where they had lived immedIately 
prior to Khayelitsha. 
• Indicators used to reflect urban-rural ties were: 











- having land or livestock in a rural area 
- having a spouse. children or relatives in a rural area 
- sending remittances to a rural area 
- the place respondents saw as 'home' 
- and the place where respondents would like to live when old 
Economic factors 
Employment status was defined in terms of: employment in formal sector. 
employment in informal sector and unemployed. 
Sectors of employment in the formal sector was classified according to Standard 
Industrial Classification of all Economic activities (SIC) schedule (Department 
of Statistics, Pretoria. January 1991) 
Income was categorised into income brackets of weekly and monthly paid 
respondents in the formal and informal sectors. 
Social class classification was in terms of the CASS provisional index for 
occupational categories, groups and prestige ratings (Schlemmer and Stopforth. 
Durban, 1979). 
These variables so defined provided the outcome measures for socio-economic. 
demographic and urbanisation status. 
A social profile of women was ob1:c$led by univariate analysis. 













Socio-economic and demographic variables were examined to det~e 
significant associations with urbanisation and environmental variables and 
certain other variables of interest through bivariate analysis. 
Continuous variables were transformed into categorical variables by the insertion 
of cutpoints. Chi squared tests were used to test for Significant associations (p<O.05. 
6.3 RESULTS 
The household results presented concern -persons living in 722 out of the . 
800 sites sampled. This represents a response rate of90.3%. Of the respondents 
interviewed in the 722 households, 659 (9 1.3%) were women and 61 (8.4%) were 
men. Excluding the household results presented in this chapter all further 
results in this thesis relate to female respondents only." 
5.3.1 HOUSEHOLD 
Of719 sites 93.5% contained one dwelling. The maximum dwellings per site was 
3. There was an average of 4.9 (range 1 to 14) people per household. 
Figure 1 shows the age structure of the population illustrating a very young 
population, with 38% below 15 years and 77% below the age of 35 years. There 
was a relatively low proportion of children under the age of5living in Khayelitsha 
and a preponderance of females in the this age group. 
The distribution of household composition is shown in figure 2. 
As can be seen in figure 3, most dwellings were made of corrugated iron (68%). 
* The denominators on which analyses are based may vary throughout this chapter. Not all 





















Age distribution of population 
Figure 1 
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5.3.2 FEMALE RESPONDENTS 
5.3.2.1 Environmental factors 
Type of housing and area of residence 
Of the respondents interviewed, 13.7% (n=90) llved in formal housing (in 
Villages 1 & 2), 54.3% (n=358) in serviced informal housing (in Sites C. Band 
Greenpoint) and 31.7% (n= 209) in unserviced informal housing. in Greenpoint 
and its adjacent areas and scattered within Sites C and B and the housing area. 
Only 2 respondents (0.3%) llved in 'backyard' shacks. 
Figure 4 shows the distribution of respondents into areas of residence within 
Town 1 of Khayelltsha. 
Of the 659 respondents 59.6% (n=392) llved In acconmodatlon wh .. e no formal 
rental was charged, while 38.1 % (n=251) llved In rented acconmodatlon and 2.3% 
(n= 15) owned their dwelling. 
5.3.2.2 Demographic factors 
Age 
Figure 5 shows the age distribution of respondents-. 
The mean age was of 34.3 (range 16 to 77). Mean ages ( in years) in the formal 
and informal housing areas were 39.0 and 33.6.(t=4.77. p < 0.001) 
Education 
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Age of respondents 
(n=656) Figure 5 
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Levels of Education 
(n=655) Figure 6 
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Seven, percent of respondents had no formal schooling. Thirty-nine percent had 
some level of primary school education and 54% had some level of secondary 
school education and 22.7% were 'functionally illiterate' (less than 6 years of 
formal schooling). The mean number of years at school was 7.3 years. 
The majority of those without formal education were in the informal housing 
areas. Eighty-five percent ofthose in the formal housing area had an educational 
level of 7 years and above, compared to Sixty-four percent in informal housing 
areas (Xl = 16,6, p<O.0005r. Respondents born in Cape Town were more likely 
to have levels of education of7 years and above(89%) than those born in a former 
'homeland'(66%) (Xl= 16.2, p<O,OOO 1). There were no major differences between 
the educational levels of respondents according to the number of years they had 
spent in an urban area. 
Only 21 % of respondents had received vocational trabUng. Respondents in the 
~ 
formal housing area (50%) were significantly more likely to have acquired such 
training than respondents in the informal housing areas (16.6%) 
(X2=54,3,p=0.000). Table 3 shows the types oftrainingacquired by respondents. 
TABLE 3 
TYPES OF TRAINING 
Number ~ 
Sewing 60 43 
Knitting 16 11 
First Aid 8 6 
Nursingl nursing assistant 7 5 
Secretarial 6 4 
Teaching 5 4 
Knitting and sewing 5 4 
Cooking 4 3 
Other 29 2Q 
TOTAL 140 .lQQ 
• In all the bivariate analyses presented in this Chapter unless otherwls.e stated 











5.3.2.3 Urbanisation status 
Place of birth 
Over two thirds of the 651 respondents were born in a former 'homeland'. Most 
respondents born in a former 'homeland', were from the former Transkei 
(n=392,60.2%). Only 6,5% (n=44) of respondents were born in theformerClskei. 
Women tended to migrate to Cape Town from certain districts within the former 
Transkei, with over 70% ofth~ 392 of women born in the former Transkei coming 
from the Southern or South Western regions: People born in some towns 
tended to settle together in specific area of Khayelitsha. Women from Lady Frere 
were significantly more likely (n=39,50.6%) to be living in Site C 
(X2= 13.98,p=0.000 18) than women from other former Transkel towns 
(n= 126,35.3%). 
;""" 
Only II % (n=71) were born in Cape Town. A minority (n=29, 43.9%) of women 
born in Cape Town were born in the formal townships ofGuguletu. Nyanga and 
Langa. most women having been born in areas from which African people were 
subsequently removed under the former apartheid Group Areas legislation such 
as Athlone. Kensington, Slmonstown and central Cape Town. 
Of the 658 respondents, 86.6% grew up or we~t to school in a former'homeland'. 
A high proportion of respondents living in the formal housing area were born in 
Cape Town compared with the informal housing areas (X2=83.9, p=O.OOO) 
• There are a number oj key towns within these and other regionsJrom which the majority 
oj women originate. Within the South Western Transkei, these towns are: Lady Frere 20% 
ofTranskel-borners. Coflmvaba (11 cyq and Cala (9cyq. Other key towns are Willowvale (8%) 
and Nqamakwe (6%) within the Southern Transkei. Tsolo (5%) in the Central region. and 













CAPETOWN 'HOMELAND' OTHER 
% % % 
HOUSING (n=96) 38.6 42.7 18.7 
SITE C (n=212) 6.1 81.1 12.8 
SITE B (n=268) 7.5 72.8 19.7 
GREEN- (n=82) 4.9 72.0 23.1 
POINT 
TOTAL (n=659) 11.2 71.0 17.8 
Patterns of movement 
The results show very limited rural-rural movement prior to movtng to Cape 
Town. Only 1.2% (n=4) of former Transkel-bom women. and 2.4% (n= 1) of 
fonner Ciskei-bom women moved from their place ofbtrth to another regIon 
within a fonner 'homeland' before movtng to Cape Town. 
The vast majority (86%) of people moved from a rural to an urban area, With 57% 
of respondents moving straight from their place .of birth and area where they 
grew up to Cape Town. Three-quarters of women had relocated from within Cape 
Town to Khayelitsha. This is most marked for residents--in the housing area and 
Greenpoint. Over a quarter (27 %) moved to Khayelitsha from Crossroads. Details 
of where respondents lived prior to Khayelitsha are shown in Figure 7. 
Figure 8 shows the main reasons for respondents movtng from their place of 










Area of residence prior to Khayelitsha 
(n=656) Figure 7 
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Reasons for moving to Cape Town 
(n=590) Figure 8 
Work 46% 
Study 1% 
Join relat/friends 10% 
Marry 11 % 
Illness 2% 












Of the 65 1 respondents, 69.7% had migrated to an urban area prior to 1985. As 
can be seen in figure 9 younger women were the most recent arrivals to an urban 
area. The differences amongst respondents in terms of years in an urban area 
by area of residence are indicated in figure 10. The respondents in the housing 
area were significantly more likely(n=74, 80.4 %) to have been in an urban area 
for 10 or more years than those in the informal housing areas(n=235, 43.4%)( 
)(2=43.7, P = 0.000.) 
Rural ties 
Material and emotional ties to a rural area. These were significantly stronger for 
respondents in the informal housing areas of Site B & C and Greenpoint. 
ResideJ;lts in these areas were significantly more llkely to have had a dwelling 
(n=407,72.4%) ()(2=49.64, p=O.OOO), to have had a preference for living in a 
former 'homeland' when.old (n=335,59.5%) ()(2=60.45, p=O.OOO), and to have 
viewed a former 'homeland' as 'home' (n=345,61.3%) ()(2=59.96 p=O.OOO) than 
those the housing area (n=36,37.5%, n= 16, 16.6% andn= 18, 18.8% respectively). 
A minority of respondents had other ties in rural areas: land (29%), livestock 
(21 %) and a spouse (3%). Over half (57.7%) of all respondent sent remittances 
~o a rural area. Two-thirds of remittances were!o parents, 23% were to relatives . 
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Urban years by area of respondents 
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5.3.2.4 Economic status 
Employment 
Ofthe 659 respondents. 45% had no employment in eitherthefonnal orinfonnal 
sector. 67 % were unemployed if employment in the infonnal sector was 
excluded. Of the 361 who were employed. the majority (60.7%) were employed 
in the formal sector. of whom 66.2% were in domestic service. The remaining 
39.3% of those employed worked in the lnfonnal sector. 
Unemployment decreases with length of stay in an urban area. 
Women who had spent less than 10 years in an urban area were significantly 
more likely to be unemployed (n= 175.61.8%) than women who had spent longer 
in an urban area (n=97.31 %) (X2=57.0. p=O.OOO) 
Ofthe 298 respondents who were unemployed. 272 (64.2%) were work-seekers 
and the remaining 152 (35.8%) were voluntarily unemployed. Figure 11 shows 
that the three main reasons for not seeking work were that the respondent was 












Number of years spent in an urban area does not appear to have a significant 
impact on employment in the informal sector. Figure 12 shows the distribution 
of respondents in activities in the informal sector. 
Income 
Amongst both formal and informal sector employees, 80% earned less than 
R 100 per week. while 89% offormal sector employees and 80% of informal sector 
employees earned under R400 per month. In addition, 65.8% of informal sector 
employees reported that their income was irregular. 
Table 5 shows that respondents in the formal housing area have a very different 
occupational profile to those in the other areas. 
' .... 
TABLE 5 
AREA OF RESIDENCE AND OCCUPATIONAL PROFILE 
AREA OCCUPATIONAL PROFILE 
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5.3.2.5 Other factors 
Head of household status 
A significantly greater proportion of women living in female-headed households 
had been born in an urban area (n=26,22%) than women in other household 
categories (X2 = 4.67; df= 10;p = 0.030). Female-headed households were 
significantly less likely to have a home (n=56,47.5%) or livestock (n= 11,9.3%) 
than women in other household categories (n=350,72.3% and n=119,24.6% 
respectively and X2=26.69,p=0.000, df=2 and X2= 13.06,p=0.0003,df=2 
respectively). 
While the overwhelming majority of families lived in informal housing, a 
Significantly larger proportion of female-headed households lived in formal 
housing (n=26,22% ) than women in other household categories (n=53, 10.9% X){'l= 
10.28; df=6; p=O.OO 1). A significantly larger proportion of women found in 
female-headed households were 35 years or older (n=83, 70.3%) than women In 
the other household categories (n=187,38.6% (){'l = 38.77;df=2; p = 0.000). 
The level of income of all the women was extremely low irrespective of household 
composition. When the income of the male spouse was added to that of the 
female respondent nuclear and extended households had a significantly smaller 
proportion of households in the RO-423 income category then female-headed 










Household jOint income in RO-R400 








Female-headed 'Alliance' Nuclear * Extended * 
Household composition categories 














The phenomenon of individuals and families living in 'backyard' shacks 
(common in the other African residential areas of Cape Town) was uncommon 
in all areas ofKhayelitsha. The relatively low density of people per dwelling (4.9) 
in all areas of Khayelitsha, confirms other findings on household size in this 
area 1• The average household size in Khayelitsha is slightly higher than the 
current average for peri-urban informal settlements in the Western Cape (4.1}2. 
By co~trast. a study in other African residential areas in Cape Town 
(predominantly in formal housing) conducted by the Bureau for Market Research 
(BMR) in 1985 found a much higher density of6.4 persons per household. This 
too is confirmed by a more recent study of household occupancy in formal 
housing areas2. This is probably due to the greater ease with which people could 
move off and build their own shack compared with building a formal house and 
the relative ease in obtaining a site in Khayelitsha, compared to other African 
;..;. 
residential areas3 • The local authorities in Khayelitsha have been strong 
proponents of site-and service rather than of formal housing development. • 
The Khayelitsha population has a youthful profile (77% under 35 years of age). 
The relatively low proportion of chlldren resident in Khayelitsha may be a 
consequence of the large numbers of respondents who send their chlldren 'back 
home' for chtldcare and schooling. 
A much higher proportion of people resident in Khayelitsha lived in shacks than 
the national average for urban African people (86% as opposed to 30.7%)2. 
Almost a third (31.7%) lived in unserviced informal housing. This places 
pressure on services such as housing, water supply, sanitation and refuse 
removal in the serviced areas. Uvtng in environmental conditions such as exist 
in the unserviced areas has major implications for the spread of communicable 
diseases in these areas. 
* As described in chapters 1 &: 3, Khayelitsha consists offormal housing (brick or concrete 
structures) and informal housing (shacks made of corrugated iron or some temporary 
material.) The informal housing areas predominate and consist of serviced informal 
housing (site-and-service) and unserviced informal housing. In the fonner, the local 
authority demarcates a site or stand on which a shack can be erected and provides 
services such as water, sewerage and garbage removal. In the latter, shacks are not 











The high proportion of female-head of households is notable and confirmed by 
other studies4.5. A similar proportion is represented for African people. nationally 
(23.8%) for the under 64 year age group. This rises to 31.3% if all age groups are 
included2 • There may be a concentration of the single parent family units in 
poorer peri-urban areas such as Khayelltsha. 
In line with another study in South Africa5 and international trends discussed 
in Chapter 2. the findings showed that women in woman headed and 'alliance' 
households (single women) appeared to be economically worse off than those in 
nuclear and extended households. This has potentially adverse effects on 
health5 •6 • 
Higher levels of education ( 7 years and above) were found compared with an 
earller study in Khayelltsha I, but this may be due to the inclusion of the housing 
area in this study. There were higher levels of education amongst women in 
~ 
Khayelltsha than for African women over 14 years of age, nationally, where 
21.6%,32.6% and 45.8% have no schooling, some level of primary schooling and 
some level of high school education respectively2. This is probably due to the 
inclusion of rural women in the national figure. 
The lack of significant differences in educational levels of respondents , based on 
length of stay in an urban area may be due to an age effect. as younger people 
generally have Significantly higher levels of education7 • The low levels of after 
school training confirms the historical lack of access to skills training by Black 
South Africans, particularly those in lower socio-economic groups. As noted in 
Chapter 2, women in South Africa are particularly disadvantaged with respect 
to obtaining tertiary education. Table 7 reflects the gender related nature of 













Official national estimates of unemployment during the period of the study. 
excluding the former 'homelands'. ranged between 25 and 54 %. depending on 
the deftnttion of unemployed8 • The proportion of unemployed women in 
Khayelltsha was high. A disproportionate number were young. new arrivals who 
llved in the informal housing areas. The 1993 national figure for unemployment 
was even J:tlgher. with only 27% of African women in the age groups 16-64 
working"'. This latter figure Is likely to inflated by the inclusion of rural areas in 
the sample. 
Most formal employment amongst women was in ·domestic service. The low 
income. poor working conditions and low status involved in this sector has been 
widely documented 3.9. An increasing number of younger. newer arrivals had 
entered factory employment. 
The predominance of marginal retatl activities in the informal sector. associated 
...... 
with arduous work. low income and a 'hand to mouth· type of existence. suggests 
that thus far. informal sector employment has not been an adequate solution to 
unemployment 10.11. Subsequent quantitative and qualltative studies have 
confirmed these ftndings l2• Substantial changes. in the allocation and re-
allocation of resources and tratntng in the informal sector and afftrmative action 
for women in particular. is needed in this area. 
Despite this. and taking into conSideration the l1m1tations of collecting income 
data in household surveys. those employed in the informal sector did not appear 
to be worse off in terms of income than those in employed in the formal sector. 
While this may at first sight appear to be counterintuitive. it may be understood 
in terms of the wide-spread poverty amongst women in Khayelltsha. More than 
90% of respondents earned below the extremely meagre. Mlnlmum Living Level 











ofRS70.81 a month for the Cape Peninsula for the last quarter of 1990-. Most 
women in formal sector employment were in domestic service which has 
notoriously poor conditions of employment. A 1981 survey of domestic wages 
revealed that average earnings for women in Domestic Service in Cape Town 
. were R74 per month3 • No updated information is available currently on average 
wages. In 1994 wages of full-time domestic workers ranged widely between 
RlS0-S00 per month--. 
Khayelitsha's class structure is heavUy weighted towards the lowest social 
strata, apart from the relatively small housing area population, and could well 
be operating as a 'social sink' where the poorest individuals (particularly single 
women) end up. 
The vast majority of women had been born or grew up in a rural former 
'homeland' and had therefore experienced rural-urban migration. Our findings 
.w 
confirm the suggestion made in Chapter 2 that influx control laws did little to 
halt migration to the cities, despite the extreme hardship it imposed on African 
people migrating, as most migration occurred prior to it abolition. These findings 
are in line with another study in Khayelitsha I. 
A significant minority of respondents (SO%j had, however, migrated from outside 
Cape Town, mostly from the former Transkei in the five years preceding the 
study. This migration is likely to have increased in recent years. New arrivals to 
the urban area were young, mostly unemployed and lived in the worst 
environmental conditions. The largest percentage of women who migrated in the 
five years preceding the study, lived in the informal housing areas and were 
concentrated particularly in the unservtced site areas (47.6%). A studyidentlfying 
chUdren at risk in the Cape Town area 13 found that carers of children in the 
unserviced site areas were least informed about tmmunization, least visited by 
Personal communication. Labour Research Service, Cape Town 











a Community Health worker and had least knowledge about treatment of 
diarrhoea. These are therefore important target areas for a study of the healtb 
effects of urbanisation and for possible interventions. 
The small number of women who moved from Cape Town to a former 'homeland' 
indicates that migration" of women from an urban centre to the former 
'homelands' appeared to be uncommon. * *rhe results also showed limited 
circulation of people within the former 'homelands'. Hence, people tended to 
stay in their area of birth before making a move to an urban centre. Knowledge 
of these patterns of movement have important bearing on where it is most 
appropriate to provide various services such as health services for under 6's and 
services for the aged. 
The fact that Crossroads consltuted an important prior area of reSidence for 
respondents reflects the fact that the history of Kbayel1tsha is bound up with 
that of Crossroads as described in Chapter 1. Many residents fled Crossroads 
to Khayel1tsha, during the fighting of 198615• 
The findings on the areas of Cape Town in which women were born underscores 
the effects of the Group Areas Act, which forcibly removed African people from 
their original places of residence to desIgnated African townshIps. 
The fact that women from Lady Frere ten~ed to live in certain areas of 
Khayel1tsha, may indicate that kinship is a determining factor in women's 
migration destinations, with women moving to a base where relatives or friends 
from 'back home' live. 
• It Is assumed that this reflects rrwvement awayfor long periOds. Patterns of oscillation are 
complex14 and movementfor short periods to visit relatives, attend events such asjunerals 
and soforth were not explored. In addition, perceptfonsofwhat constitutes a 'rrwve' may 
also have affected the results. For example It Is unknown whether returning to a rural 
area to get assistance with the care of Infants is seen as a 'move'. 
* * Only one respondent who had been born in Cape Town reporting moving to live in a 











Substantial ties to the rural areas in terms of relationships, attitudes and 
property, even for the most urbanised were identified. Many of those who had 
spent most of their lives in an urban area, still sent remittances to the former 
'homelands'. This underscores the fact that the African urban population 
constitutes a major source of social welfare for those who remain in the rural 
areas, especially for the young and the aged. This practice reflects the absence 
of adequate state social security, particularly in rural areas. 
The study documents the practice of sending children to a rural area for 
child care and for schooling, away from the turmoil that has characterised black 
education in the cities during the apartheid era. 
A strong relationship emerged between area of reSidence, and the indicators of 
urbanisation. Those in the housing area were more likely to have been born in 
Cape Town or another urban area and had a longer length of stay in an urban 
area. They showed a greater Orientation toward life in Cape Town and weaker 
links with the rural areas. 
Women in Khayelitsha were disadvantaged socially, economically and politically. 
The study identified the poorly serviced and unserviced areas in Khayelitsha as 
accomnodating a particularly disadvantaged population. In addition to occupying 
the lowest socio-economic status, they were th~ youngest and most recent 
arrivals to the urban area. They were most likely to be vulnerable to disease and 
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The preceding chapter described women's socio-demographic and economic 
status. This chapter describes aspects of the health status, knowledge and 
utilisation of health services and health knowledge of women in Khayelitsha. 
The chapter following this one examines the relationship between the two, viz. 
women's health and their socio-economic status. 
6.2 METHODS 
The statistical methods of analysis used are described in detaU in Chapter 3. 
Table 1 shows the data collected for health status, knowledge and use of health 
services and health knowledge: 
TABLE 1 REALm DATA 
- whether respondent had been pregnant 
- number of pregnancies 
- age at first pregnancy 
- pregnancy outcomes 
- loss of a live-born child 
- place of birth of last born child 
- use of contraception 
- type of contraception used 
-attendance of ante-natal care 
-intended and actual use of health services when 111 
- incidence of acute, chronic and gynaecological1llness 
- types of acute, chronic and gynaecological1llness 
- awareness and experience of cervical smears 
- knowledge of where to go for .~artous health needs 
- awareness and knowledge of AIDS and its prevention. 
All data. were gathered from reported information from respondents. Details on 











Univariate analyses were conducted to provide frequency distributions, means, 
medians and the ranges of different variables. Illness data was analysed using 
the International Classification of Health Problems in Primary Care (lCHPPC) 
system. (Oxford University Press, Third Edition, 1983) 
Illness data was transformed from alpha numeric coding to numeric coding. 
A health profile of women was obtained by univariate analysis. Certain health 
variables of interest were examined to determine significant associations with 
other health variables through bivariate analysis. 
6.3 RESULTS 
6.3.1 REPRODUCTIVE HEALTH 
Fertility 
Of the 659 respondents 95% had been pregnant. The number of pregnancies 
ranged from 1 to 15. The mean number of pregnancies was 3.82. Of the 625 
women who had been pregnant, 15% (n=92) had had 1 pregnancy, 63% (n=396) 
had had 2 to 5 pregnancies, and 22% (n= 137) had had more than 5 pregnancies. 
The total fertility rate (TFR*) for the sample was 4.64. 
Ofallpregnancies91 % (n=2116)resultedtnltve births, 6%(n= 144)inmiscarrtages 
and 3% (n=61) in stUlblrths. 











Of the last child born to 595 respondents, 69% had been born in Cape Town and 
31 % in a 'homeland'. Of these, 84.5% had been born at a health facility and 
15.5% at home. As can be seen in Figure 1, only 3.9% (n= 16) of the children born 
in Cape Town were born at home as compared to 41.5% (n=76) of those born in 
a 'home1and'(X2= 139.39, p=O.OOOr 
Teenage pregnancy 
The age at first pregnancy ranged from 13 years to 38 years, with the mean age 
offirst pregnancy being 19.8 years. As can be seen in Figure 2, more than half 
(53%) of the women reported having had their first pregnancy before the age of 
twenty years. Nearly a quarter (24%) had had their first pregnancy at the age of 
17 years or younger. 
InfertlHty 
Of the 298 women not on contraception: 57 (19%) reported difficulties falling 
pregnant. Thirty -one women (54%) had not had a pregnancy in the previous five 
years. Of all women experiencing difficulty falling pregnant, 74.7% had sought 
help from a doctor and 6.9% from a traditional healer. Nine percent had not 
sought any help. 
• 
.. . 
In all the bivariate analyses presented in this Chapter. unless otherwise stated • 
DF=l throughout. 
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Of the 659 respondents, 117 (18%) reported that they had received treatment 
for gynaecological illness over the preceding three months. As can be seen in 
Figure 3, the prevalence of the commonest gynaecological problems were 9.4% . 
for pelvic inflammatory disease, 2.7% for abdominal pain, 1.8% for vaginal 
infections, 1.4% for urinary tract infections and 0.9% for menstrual problems. 
Loss of a liveborn child 
More than a quarter of women (28%) had lost a liveborn child at some stage of 
their lives. As can be seen in Figure 4, child loss increases ·w1th the 
number of pregnancies. (X2 for trend = 119.09. p < 0.001) 
6.3.2 ILLNESS 
Acute illness 
Of the 659 women, 51 (7.6%) reported acute illness. Respiratory tract infections 
(tons1ll1tis. bronchitis. asthma. coughs and influenza) constituted 29.4% of all 
illnesses. 
Chronic illness 
Thirty-three (5.0%) women reported chronic illness. Hypertension (14 cases) 
was most common giving a prevalence of 2.1 % followed by diabetes (3 cases) 
with a prevalence of 0.5%. There were only 2 cases of tuberculosis reported 
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6.3.3 USE OF HEALTH SERVICES 
Attendance of Ante-natal care 
Of the 397 women who had been pregnant over the preceding five years. 373 
(93.9%) had attended ante-natal care at some stage during the pregnancy·. 
Contraceptive use 
of the 565 respondents of childbearing age (15 - 45 years). 320 (56%) were 
practicing some form of contraception. As can be seen in Figure 5. of these. 
76.2% reported using intramuscular hormones. 15% had been sterilized 8.5% 
used the oral contraceptive pill. and 0.3% used an intrauterine device. No 
condom usage was reported as a contraceptive method. 
• This does not reflect how early in their preg nancy. how often they attended or on the quality 
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General health service use 
Responding to a hypothetical question as to where they would go if ill, Table 2 
shows which health services respondents would use. 
TABLE 2 
CHOICE OF HEALTH SERVICES TO USE WHEN ILL 
No. % 
Hospital 76 11.7 
Day Hospital/ clinic 452 69.6 
Private doctor 110 17.0 
Non-governmental health organisation 5 0.8 
(Phllani, SACLA, Shawco) 
Traditional healer 2 0.3 
Other ! 0.6 
.; ..... 
TOTAL 649 100.0 
As can be seen in FIgure 6, the three commonest reasons for choosing a facility 
was because it was the cheapest (27%) or the nearest (22%) or because it were 
both cheaper and nearer (5%). 
The high proportion of respondents who gave the reply that they used a 
. particular health service in order to be cured reflects a misunderstanding in the 
meaning of the question. This answer should therefore be disregarded. 
In cases of reported acute illness, 70.2% used a public service and 29.8% 
a private service. In the case of chronic illness this was 93.8% and 6.3% 












Of the women reporting acute illness. 45.1 % (n=23) used taxis and 35.4% (n=21) 
walked. In the case of chronic illness. 63.6% (n=21) used a taxi and 13.3% (n=6) 
walked. 
Most women took no longer than half an hour to reach a health service in the 
case of acute (n=26.51 %) and chronic illness (n= 18.54.6%). Out of the total of 
84 women who had experienced acute or chronic illness. 16.6% (n= 14) took 1-











Reflecting the fact that most women walked to a health service. 45% reported 
not paying for transport. 23.3% paid less than R3 and 2% more than R9. In the 
case of acute and chronic illness. 12.5% did not pay for visits to a health service. 
Fifty-six percent and 78% paid less than R3 and 2% and 6% paid less than R9 
in the case of acute and chronic illness respectively. 
Knowledge of where to go for services 
Most women knew where togo for key services as can be seen in Figure 7. 
However. a high proportion of respondents did not know where to go for a 
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6.3.4 HEALTH KNOWLEDGE 
Awareness and knowledge of AIDS 
Ahighpercentageofrespondents(86%)hadheardofAIDS.However,respondents 
displayed poor knowledge of AIDS and its ,prevention, as can be seen in Table 
3. 
TABLE 3 KNOWLEDGE OF AIDS 
NQ. % 
Don't know 309 53.8 
Dangerous, kills, incurable. infectious 118 20.6 
Transmitted through having multiple partners 25 4.3 
Incorrect knowledge 
(kills cells. through kissing. rash. disease,homosexually) 122 ~ 21.3 
TOTAL 100.0 
HOW TO PREVENT AIDS 
NQ. % 
Don't know 298 52.3 
Discourage sex/ engage in protected sex 28 4.9 
Use condoms 3 0.5 
Doctors must find cure/vaccine 26 4.7 
Seek medical advice 184 32.3 
Need information 10 1.8 
Other -2Q 3.5 












Where cervical smears performed 






















Knowledge and experience of cervical smears 
Almost half(n=295. 44.8%) ofthe respondents had heard of a cervical smear and 
cervical smears had been performed in 44.7% (n=252) of cases. Figure 8 shows 
where and by whom cervical smears were performed. 
6.4 DISCUSSION 
Till recently. fertility has been an emotive political subject internationally 
particularly in developing countries where it has been underscored by 
demographic imperatives of population control. 
I 
In many developed and developing countries the age of menarche has:decreased (~ue to 
improved nutrition and other improvements in health status) and young people 
may be sexually active for a lengthier period in their teens. often without access 
to sex education or contraception2 • In South Africa. teenage pregnancies have 
become increasingly common and those who fall pregnant are generally oflower 
* socio-econonomic status and single3 • fhe associated health risks for the young 
mother and child have been well described4 • They include an increased 
incidence of stillbirth. low birth weight and other post-natal complications for 
the baby. The impact on the mother's health includes an increased risk of 
hypertension. difficult labour and cephalopelvic disproportion and almost 
double the risk for maternal mortality than for women between 20-24 years 01d3 • 
The total fertility rate (TFR) for the sample was found to be similar to the national 
figure of 4.41 
Teenagers accounted for more than half of fIrst pregnancies in the study sample. 
* There are insufficient data to determine the reasons for the increased tendency towards 











It was surprising to find in these results that the age at first pregnancy was not 
related to an increase in the number of pregnancIes that women had had. ThIs 
is in contrast to findings of studIes done elsewhere in Africa and developing 
countries5.6· 
A higher proportIon (19%) of women in the study reported problems with 
infertility than the national average of 12% for African people3 • Research in 
developing countries has focussed primarily on population control and family 
spacing. Non-governmental agency health workers in informal housing areas of 
Town 2. Khayelltsha. report infertility as a common problem for consultation·. 
The cultural and socIal implications for women relating to infertility have been 
described in Chapter 2. Reproductive tract infections which include sexually 
transmitted diseases (STDs). endogenous and Iatrogenic infections" are estimated 
to cause 50-80% of infert1l1ty in Sub-Saharan Afrtca7 • STDs can cause tubal 
scarring or blockage. leading to inferttUty. ApprOximately 15-20% of women who 
develop pelvIc inflammatory dIsease become permanently infertile8 • In South 
Africa 57% ofinfertll1ty cases referred to centres deal1ngwith asSisted reproduction 
are due to tubal infert1l1ty (primarily as a result of tubal infections). Services for 
infertility are extremely llmited in the Western Cape with referrals for investigation 
being made only to the two teaching hospitals. Groote Schuur and Tygerberg. 
The waiting list for in-vitro asSisted reproduction at Groote Schuur is currently 
one year···. 
InvestigatIon of perceptions ofinferttUty and the restructuring of health services 




Personal communications: Drs M MoJokeng and J Moodley. Zibonele Women's Well ness 
clinic and Women's Wellness workers, Masikhaylse Women's WeUness Project 
Endogenous irifecttons are those which occur due to an overgrowth oj organisms which 
normally exist In the reproductive tract and IatrogeniC Injections are those which occur 
as a result oj medical procedures. 














The high proportion- of reported pelvic inflammatory disease (PIO) amongst 
women in the study who reported gynaecological illness is of great concern and 
indicative in part ofa bidden, sexually transmitted disease (STO) problem. For 
socio-economic, cultural and physiological reasons women are particularly 
vulnerable to STOs and HN infection9 •1O • Women often lack access to education 
and health care, are frequently economically dependent on men, and are 
susceptible to sexual coerCion by men. Women who are infected with STOs are 
often asymptomatic and hence go undiagnosed and untreated, till PIO develops. 
While in many cases these diseases may be truly asymptomatic, in some cases 
this may be due to forbearance amongst women, who have been SOCialised to see 
pain and discomfort arising from their reproductive roles as normal. Su bsequent 
research in Griffiths Mxenge in Town 2 of Khayelitsha highlights the existence 
of this large hidden STO problem. While 19% of women reported gynaecological 
illness, only 47.5% had sought treatmentll . In addition, of the 93 women who 
participated in a cervical screening programme, 78% had reproductive tract 
~ 
infections the vast majority of which was sexually transmitted*. Measures are 
needed to improve diagnosis and treatment of STOs, particularly in women. 
A high proportion of women (28%) had lost a child. The infant mortality rate for 
Khayelitsha was 31.4 per 1000 live births, based on notified births and 
registered deathsl2. A later study conducted in Griffiths Mxengel3 in Town 2 of 
Khayelitsha found the IMR to be 29.9 per 1000 births and the under 5 mortality 
40.9 per 1000 births. The major cause of death in this latter study was infection 
(60%). Of this, 40% was due to intestinal infection. 











There is a strong relationship between greater parity and loss of a child. A 
number of other studies have demonstrated a positive relationship between 
Infant and child mortality and fertUity5. There may be a several reasons for this. 
Loss of a child may lead to greater parity In that the mother seeks, albeit it 
unconsciously to replace a dead child by havtngcmore children. Conversely, 
greater parity (>3), particularly if children are born close together, reduces a 
child's chances of being born healthy and surviving the first few years of life 14. 
While a large proportion of women in the study who had been pregnant had 
attended antenatal care during their last pregnancy, the quality of this care and 
frequency of attendance is not known. A subsequent study in Khayelitsha found 
that teenagers were the poorest attenders of ante-natal care, often attending few 
times and late In their pregnancy 1 1 • Those attending ante-natal care frequently 
perceived its purpose as being to book for delivery rather than as a means of 
preventing complications in pregnancy and detecting those at high risk in 
;..;. 
childbirth. Further research is needed to assess the quality of ante-natal care 
and to determine obstacles to appropriate attendance in order that educational 
and other interventions can be planned. 
The level of use of contraception was higher amongst women in the study than 
the national rate for women in South Mica (45%)15. The level of contraceptive 
use is higher for South Africa when compared with the rest of the sub-Saharan 
African region where this is often less than 20%3. This is likely to be a function 
of the extensive family planning infrastructure developed through the National 
Family Planning Programme from 1974 onwards. The approach in past South 
African family planning programmes was based on demographic goals of 
population control with strong racial overtones. This contrasts with an approach 
which would enable women and men to regulate their own fertUity - to exercise 
choice over whether to have children, and if they desire children, when to have 










Use of injectable contraceptives in South Africa is extremely high. Current 
national estimates of use ofinjectables for African women, is that it constitutes 
70-80% of contraceptive use". The predominant use of injectable contraceptives 
in Khayelitsha is confirmed 'by this study. A study based at a family planning 
clinic in Khayelisha showed 96.7% use of injectable progesterone 16 • Anecdotal 
evidence suggests that many women choose intramuscular hormones due to 
l1m1ted or lack of informed choice, provider bias or because a sexual partner may 
object or faU to cooperate in the use of other methods6 • Further research is 
needed in this area. 
The low prevalence of acute and chronic illness is likely to reflect undiagnosed 
disease. Studies which conducted medical examinations rather than relying on 
reported illness bear this out. A study which measured blood pressure in the 
Western Cape found a prevalence of high blood pressure of 8.9% amongst 
African women in the 16-64 year age group as opposed to the 4.3% reported in 
this studyl7. A Glucose tolerance study in the Western Cap~showed s1m1lar 
differences in that a rate of6% of diabetes was found compared with 0.5% in this 
studyl8. HypertenSion and diabetes are often only diagnosed when they present 
with complications. The low number of reported cases of tuberculosis is clearly 
a reflection of the existence of much unrecognised and undiagnosed illness. The 
official rate of tuberculosis for this area was 541 out of 100,00012• The official 
rate is most certainly likely to be lower than the actual rate as it Is based only 
on noMed cases. A 1993 study showed a national rate ofTB for African people 
of26.8 per 1000 (2680 per 100,000) based on reported illness of individuals for 
the two weeks preceding the survey on which the study was based 19. 
• Personal communication, Helen Rees. Background document preparedJor the steering 
committee of the WHO special programme of research. development and research 










The prevalence of acute and chronic illness was lower in this study than that 
found in community-based studies in other countrles20.21.22. Some reasons for 
this may be underreportlng of illness or stoicism rather than a truly low rate of 
acute and chronic illness. As only illness requiring a visit to a health service was 
reported, lack of access to a health service may also bea contributory factor. 
For example, a later study In Town 2 ofKhayelltsha showed that a third of those 
with acute illness did not seek treatment11 • 
The fact that almost a third of respondents used private health services for acute 
illness represents a significant minority. Acute illness may need immediate 
attention, therefore overcrowding at the publlc health services and the difficulties 
of access at night may be explanatory factors. Perceived greater quality of care 
may 8.lso play an additional role in the use of private services. The reported low 
use of traditional healers, while s1mllar to that of another national study where 
2.9% of African urban women reported using traditional healers 19, is likely to be 
Inaccurate ana may be due to reluctance by respondents to report on this. 
The high profile of AIDS in the media, is reflected in the finding that a greater 
proportion of women were aware of AIDS than cervical cancer. The results also 
showed lack of knowledge of where to have a cervical smear done. Women in 
Suuth Africa have a lifetime risk of developing cancer of the cervix of I in 32 and 
cancer of the cervix is the most common cause of death from neoplasms amongst 
women in South Africa, constituting 25% of cancer deaths amongst African 
women 23.24. There is a need for the development of an appropriate cervical smear 
screening polley, substantial health promotion In this area, as well as the 
provision of services. 
The high level of AIDS awareness was not matched by adequate knowledge of 
AIDS transmisSion and prevention. This, together with lack of condom use is of 






















Infection amongst adult women of 4.69%. The Western Cape had a lower HN 
prevalence than the rest of South AfrIca of 1.33%25. However, over a third of the 
HN positive cases notified for the Western Cape were resident in KhayeUtsha26. 
In addition, several studies have reported increasingly high rates of sexually 
transmitted disease (STD) in KhayeUtsha 11.27. STOs are a major co-factor in HN 
transmission26. Underscoring women's greater vulnerability to contracting 
STOs and AlOS9,10 are some of the same social and cultural factors which limit 
women's power over sexual behaviour in relationships and hence their ability to 
decrease rtsk. Approprtate clinic and community-based education is needed in 
the area of HN and STDs for sexually actively men and women. Improvement 
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Health is subject to a wide range of influences. Physiological and anatomical 
differences and the socio-economic, physical and political environment in which 
people grow up and live are all important determinants of health status. Socio-
economic status is affected by factors such as occupation, income, education, 
the physical, social and biological environment, medical care, life style and 
culture. These factors all affect health status to varying degrees and in different 
combinations. Many of these factors have effects over the lifespan of an 
individual with events as a child influencing an individual's health as an adult. 
Several studies report differences in mortality and morbidity on the basiS of 
socio-economic status1.2, with people of lower socio-economic status having a 
shorter life expectancy and higher morbidity and mortality rates. Poverty is seen 
as a one of the major explanatory factors for differences in health status in that 
lower soeto-economic groups live and work in a disadvantaged physical, social 
and psychological environment which increases their vulnerability to disease. 
They also have poorer nutritional status and less access to adequate medical 
care. Poorer health status perpetuates itself as less healthy individuals tend to 
remain at or move to lower socio-economic levels3 • 
While the poor may be more ill, as they are unable to buy sufficient food for 
adequate nutrition, housing to provide adequate uncrowded shelter and medical 
care and medicine when ill, the relationship between health and income 
speclftcally is inconclusive4 indicating the need for the inclusion of a wider a 
range of variables as indicators of poverty or lower socio-economic status. 
Education can lead to people being better informed and therefore tends to have 
a positive relationship with health. People may be better able to recognise 
symptoms of ill health, practice better health maintainance habits and have 










Physical aspects of the environment affecting health include light, heat and 
space. Crowded living conditions are a factor promoting the spread of 
communicable diseases. 
As has been argued in Chapter 2, urbanisation may have important implications 
for health, affecting health status, knowledge and access to health services. 
Chapter 2 deSCribes the impact of poverty, the environment and social status 
on women's health, arguing that women and African women in particular. form 
a disadvantaged group in terms of all these factors. It is suggested that women 
who are new arrivals to a pen-urban area are particularly vulnerable in their . 
health status. 
This chapter relates to succeeding chapters as follows. Chapter 5 dealt with the 
socio-economic and demographic status of women living in Khayelitsha and the 
~ 
relationship of these variables with urbanisation status. Chapter 6 "presented 
aspects of their health status, health knowledge and knowledge and utillsation 
of health services. Women's social well-being is described in Chapter 7 and the 
relationship between women's health and their social well-being examined in 
Chapter 8. 
This chapter explores the relationships between women's health status, their 
health knowledge and their knowledge of health services on the one hand and 
their socio-economic and demographic status, in particular their urbanisation 
status on the other. It examines how these factors combine to affect their health. 
In addition it determines the relative importance of the variables affecting 
different aspects of health status, health knowledge and knowledge and use of 
health services. 
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Statistical analytic methods are described in detail in Chapter 3. 
Chapter 5 presented the univariate results of the socio-economic outcomes. 
Chapter 6 presented the univariate results of health status, health knowledge 
and knowledge and use of health services outcomes. 
In this chapter the relationship between socio-economic vartables and health 
status. health knowledge and knowledge and use of health services are explored 
through bivariate and mutlvartate analysis. 
Chapter 3 described the manner in which bivariate analysis was performed and 
the multivariate modelling process. 
A list of all variables used in final models arrived at by the process desCttbed in 










TABLE 2 V ARIABLES USED IN FINAL LOGISTIC REGRESSION MODELS 
OUTCOME VARIABLES 
High Gravidity (>5 Pregnancies) 
Had teenage pregnancy 
Infertility (Had problems falling pregnant) 
Had attended ante-natal care 
Had had a cervical smear 
U sed a private doctor 
Had had an acute or chronic illness 
Was aware of AIDS 
Knew of a cervical smear 
Had losta live-born child 
EXPLANATORY OR CONFOUNDING VARIABLES 
Rural ties (rural home) 
Years spent in an urban area (urban years) 
Urban or rural area considered to be home 
Place of birth 
Age 
Education (years of formal schooling) 
Household composition 
Marital status 
Area of residence 
Type of housing 
Employment status 
Income (in earning categories) 
Not all explanatory or confounding variables were used in the multivariate 
models. Varying combinations were used in the different models. based on the 
the process of a prtortl selection and the results of bivariate analysis described 











7.3.1 REPRODUCTIVE HEALTH 
7.3.1.1 FertlUty 
Factors associated with a high number (more than five) of pregnancies included 
urbanisation status. environmental factors. education. marital status. income 
and age at first pregnancy'. 
As is shown in figure 1 the number of pregnancies increased with an increasing 
length of stay in an urban area. 
Women who had spent more than 10 years in an urban area were Significantly 
more likely (n=86.30.8%) to have had more than 5 pregnancies than women with 
less urban years (n=49.14.7%) 
(X2 = 22.92. p=O.OOOO 17) 
.... 
However. the number of pregnancies also increased with stronger ties with the 
rural areas. Women who had a rural home were Significantly more likely to have 
had more than 5 pregnancies (n=108.25.4%) than women without such ties 
(n=29.14.6%) (X2 = 8.67. p=0.003). Women who were born in a rural area were 
significantly more likely to have had more than 5 pregnancies (n= 128.24%) than 
those who were born in an urban area (n=9.9.9%) (X2=8.28. p<O.OOO). 
Women who had lived in the formal housing area were less likely to have had 
more than 5 pregnancies (n= 18.19.6%) than women in informal housing 
(n= 192.35.9%)(X2=8.31. p=O.003). 











As the level of education increased the number of pregnancies per woman 
decreased. No women with more than 10 years of education had more than S 
pregnancies. Women with less than S years of education (n=SI.3S.2%) were 
significantly more likely to have had more than S pregnancies than those with 
between S and 10 years of education (n=86.20.0%) (X2= 12.82. p=0.00034). 
Figure 2 shows that the number of pregnancies increased with age. 
As the level of income increased the proportion of women with more than S 
pregnancies decreased. Women who earned less than R400 per month were 
Significantly more likely to have had more than S pregnancies (n=S8.24.7%) 
than women who earned more than R400 a month (n=7.8.9%) (X2=7.8S. 
p=O.OOS) 
Marttal status was associated with the number of pregnancies in that a 
significantly larger proportion of widowed and divorced women (n=28.37.3%) 









Urban years and number of pregnancies 









... . , 
......... - - . - - - .. - - - - - - - -' .,- . ... .. ' ...... 





Number of pregnancies 
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The final model in Table 3 shows that in a logIstic regressIon analysIs forcing in 
and out factors, being older (age), living in informal houSing, and having a lower 
level of education and income were assocIated with hIgher gravidIty. The earlier 
assocIation between greater length of stay in an urban area and increased 
number of pregnancIes was confounded by age. 
- TABLE 3: 
EXPLANATORY VARIABLES FOR HAVING> 
5 PREGNANCIES IN A LOGISTIC REGRESSION 
VARIABLES OR 95% Cl PVALUE 
AGE 6.58 (3.28,13.2) 0.0000 
35+YRS «35YRS) 
HAS RURAL HOME/HOUSE 1.77 (0.924,3.40) 0.0804 
(NO RURAL HOME) 
PERSONAL INCOME 2.47 (1.16,3.77) o.pl28 
<R400 MTH (R400+MTH) 
EDUCATION 3.54 (1.74,7.20) 0.0003 
<6YRS (6+YRS) 
LIVES IN SITES B & C 2.44 (1.08,5.47) 0.0253 
OR GREENPOINT 
(HOUSING) 
URBAN YEARS 1.17 (0.603,2.27) 0.6434 
11+ YRS «IIYRS) 
(Baseltne in parentheses) 
7.3.1.2 Age of Orst pregnancy 
Having had a first pregnancy as a teenager was assocIated with urbanIsation 












Women who had lived in an urban area for more than 20 years (n=70,41.6%) 
were signlflcantly more likely to haye a had a first pregnancy as a teenager than 
women with less .than 20 years in an urban area (n=247.55.9%) (X2=9.86. 
p=O.OOl) Women with less than 10 years of formal schooling (n=308.54%) were 
,more likely to have been pregnant as a teenager than women with more than 10 
years of schooling (n= 16.32.6%) (X2=8.49.p=0.003) and women living in the 
housing area (n=34.36.9%) were less likely to have had a teenage pregnancy 
than women resid1ngin the informal housing areas ofSttes B&C and Greenpoint 
(n=292.55.5%) (X2=10.82.p=0.OOI). Older women (+35 years) were less likely 
(n= 114.41 %) to have been pregnant as teenagers than younger women«35yrs) 
(n=207,61.7%) (X2=26.31,p<0.000). 
Table 4 shows that in a logistic regression analysis. being younger (age) and 
having a lower level of education are explanatoxy variables for having had a 
teenage pregnancy. 
TABLE 4 
EXPLANATORY VARIABLES FOR FIRST PREGNANCY 





<10 YRS (lO+YRS) 
~A 1.47 
SITES B&C. GREENPOINT 
(HOUSING) 
URBAN YEARS ·1.38 
<20 YRS (20+ YRS) 



















Patterns of Distribution of gynaecological illness 
Figure 3 
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7.3.1.3 Gynaecological illness 
No socio-economic variables were sIgnificantly associated with having reported 
gynaecological illness. 
There were different patterns of gynaecologIcal illness in the housIng area and 
the informal housing areas of SItes B&C and Greenpoint as be seen in FIgure 3. 
Pelvic intlammatory disease and abdOminal pain predominated in the informal 
housing areas and menstrual problems and vaginal infections in the housing 
area. However the number of cases of reported gynaecological illness in the 
housing areas was too small to show any conclusive patterns. 
7.3.1.4 InfertiUty 
Problems falllng pregnant were associated with urbanisation status, education. 
marital status and income. 
The proportion of women who reported infertility decreased with increasing 
length of stay in an urban area. Women who had spent more than 10 years in 
an urban area were signlflcantly less likely to report infertility (n=24,B .5%) than 
women who had spent less than 10 years in an urban area n=59,16.4%) 
(X2=B.B9,p=0.002). Women wIth B or more years of formal education reported 
problems with infertility less frequently (n= 17,B.2%) than women wIth fewer 
than B years offormal education (n=70, 15. 7%)(X2=6. 70,p=0.009). Women with 
a rural home were slgnlftcantlymore likely to have reported infertUlty(n=6B, 15.4%) 
than women without such rural ties (n= 19,B.9%) (X2=5.2I.p=0.022) Women 
who reported gynaecologIcal illness were significantly more likely to report 










7.3.1.3 Gynaecoloatcal illness 
No socio-economic variables were significantly associated with having reported 
gynaecological illness. 
There were different patterns of gynaecological illness in the housing area and 
the informal housing areas of Sites B&C and Greenpoint as be seen in Figure 3. 
Pelvic inflammatory disease and abdominal pain predominated in the informal 
housing areas and menstrual problems and vaginal infections in the housing 
area. However the number of cases of reported gynaecological illness in the 
housing areas was too small to show any conclusive patterns. 
7.3.1.4 InfertiUty 
.... 
Problems falling pregnant were asSOCiated with urbanisation status, education. 
marttal status and income. 
The proportion of women who reported infertll1ty decreased with increasing 
length of stay in an urban area. Women who had spent more than 10 years in 
an urban area were slgn1ftcantly less likely to report infertility (n=24,8 .5%) than 
women who had spent less than 10 years in an urban area n=59,16.4%) 
(X2=8.89,p=0.002). Women with 8 or more years of formal education reported 
problems with infertll1ty less frequently (n= 17,8.2%) than women with fewer 
than 8 years offormal education (n=70,15. 7%)(X2=6. 70,p=0.009). Women with 
a rural home were signIftcantlymore likely to have reported infertility (n=68,15 .4 %) 
than women without such rural ties (n= 19,8.9%) ()(2=5.21.p=0.022) Women 












Table 5 shows that in a logistic regression analysis, having spent a shorter 
period in an urban area and having had a gynaecological illness were explanatory 
variables for reported infertility. 
TABLE 5 
EXPLANATORY VARIABLES FOR 
REPORTED INFERTILITY 
VARIABLES OR 95% CI PVALUE 
EDUCATION 1.05 (0.651, 1.70) 0.8355 
<8YRS (8+YRS) 
URBAN YEARS 1.91 ( 1.16,3.16) 0.0098 
<lOYRS (lO+YRS) 
GYNAECOLOGICAL 2.18. (1.27,3.76) 0.0066 
ILLNESS 
YES (NO) 
RURAL HOME 1.58 (0.897,2.80) 0.1025 
(NO RURAL HOME) 
(Baseline in parentheses) 
7.3.2 HEALTH SERVICE USE 
7.3.2.1 Attendance of ante-natal care 
~~ 
No variables were signtftcantly associated with attendance of ante-natal care. 
7.3.2.2 Use of contraception 
Women with more than 10 years of fonnal schooling were significantly more 
likely to use contraception (n=36,69.2%) than those with less than 10 years 
schooling (n=278,54.5%) (~ =4.15,p=0.041). Very few women under the age of 
20 years and over 45 years reported using contraception. A subsample of women 
between the ages of 20 and 45 years showed that younger women (20-35 years) 
(n=224,58.0%) were significantly more likely to report using contraception than 
women aged 36-45 years (n=162,38.4%) (~ =24.11,p>0.000). As can be seen in 
Table 6a both age «36 yrs) and education (having 10+ years formal education) 















95% CI P VALUE 




2.07 (1.50,2.87) 0.0000 
(Baseline in parentheses) 
7.3.2.3 Ravin, had a cervical smear 
-
The likelihood of haVIng had a cervical smear done was inversely related to 
having a rural room/house (X2=45.04.p<0.000). Women with more than 10 
years of education were more lJkely to have had a cervical smear (n=26,59.0%) 
than those with less than 10 years education (n=225.43.4%)(X2=4.02.p=0.044). 
Women who used contraception were more lJkely to have had a cervical smear 
(n= 142.50.7%) than women not using contraception (n= 110,38.7%) 
(X2=8.19.p=0.004) 
Table 6 shows that the absence ofrutal home. haVIng a higher level of education 
and using contraception were independently asSOCiated with having had a 
cervical smear. 
TABLE 6B 
EXPLANATORY VARIABLES FOR 
RAVING BAD A CERVICAL SMEAR 
INDEPENDENT VARIABLES OR 95% CI 
EDUCATION 1.88 ( 1.19,2.96) 
10+ YRS( < 10YRS) 
AGE 1.05 (0.718,1.52) 
<35YRS (35+YRS) 
NO RURAL ROOM/HOUSE 3.19 (2.18,4.68) 
(RURAL ROOM/HOUSE) 
USE CONTRACEPTION 1.52 ( 1.06,2.19) 
(DID NOT USE 
CONTRACEPTION) 















7.3.2.4 Use of health services when IU 
The preferred use of private services was associated with area of residence and 
urbanisation. 
Respondents living in the housing area (n=40,5B.3%) were significantly more 
likely to intend using a private health service when ill than those living in Sites 
B, C and Greenpoint (n=70, 12.5% (X2=49.35,p<0.000). This was also the case 
with those who had been in an urban area for 20 years or more (n=36,22.9%) 
compared with those who had spent less than 20 years (n=70,14.9%) 
(X2=5.36,p=0.020) in an urban area. 
Table 7 shows that only residing in formal housing was asSOCiated with preferred 
use of a private doctor when sick. 
TABLE 7 ,. 
EXPLANATORY VARIABLES FOR PRIVATE DOCTOR USE 
VARIABLES OR 95% CI PVALUE 
LIVES IN FORMAL HOUSING 5.1B (2.96,9.0B) 0.0000 
(INFORMAL HOUSING) 
LIVED IN URBAN AREA 1.13 (0.655,1.94) 0.6631 
20+ YRS «20 YRS) 
EMPLOYED IN FORMAL SECTOR 1.07 (0.672, 1.71) 0.6631 
(EMPLOYED IN INFORMAL 
SECTOR OR UNEMPLOYED) 
(REST) 










7.3.3.2 Chronic Illness 
Significant associations were found between chronic illness, urbanisation 
status and "age. 
Older women (45+) were significantly more likely (n=27,26.5%) to have reported 
chrorucillnessthanyoungerwomen(n=44,8.0%)Thisdifferencewasstatistlcally 
highly significant (X2=30.44,p<0.000). Women who had spent more than 5 years 
in an urban area were significantly more likely (n=59, 14.0%) to have reported 
chronic illness than those who had spent a shorter period in an urban area 
(n=12,5.5%) (X2=10.58,p=0.001). 
Table 9 shows that in a logistic regreSSion analysis, being older and having spent 
a longer period in an urban area were both explanatory variables for having 




45+YRS «45YRS) " 
URBAN YEARS 
5+ YRS «5YRS) 
EXPLANATORY VARIABLES 
FOR REPORTED CHRONIC ILLNESS 
OR 95% CI PVALUE 
3.57 (2.05,6.21 ) 0.0000 
2.14" ( 1.10,4.16) 0.0181 










7.3.4 HEALTH KNOWLEDGE 
7.3.4.1 Awareness of AIDS 
Awareness of AIDS was associated with area of residence and seeing Cape Town 
as their home. A significantly smaller proportion of respondents in Greenpoint 
(n=48,58.5%) had heard of AIDS than in other areas (n=515,90%)(X2=59.40. 
p<O.OO 1). Respondents who saw Cape Town as their home were significantly 
more likely to have heard of AIDS (n=231,93.9%) than those who saw a former 
'homeland' as home (n=288.80%)(X2=22.97,p<0.OOO) 
___ .. "_ 'c. ._~ 
Table 10 shows that seeing Cape Town as one's home, education ( 10+ years) and 
living outside of the Greenpoint area were associated with awareness of AIDS. 
TABLE 10 
EXPLANATORY VARIABLES FOR 




CONSIDER CAPE TOWN 




LIVES IN HOUSING. 
SITES B & C 
(LIVES IN GREENPOINT) 
(Baseline in parentheses) 
OR 95% CI PVALUE 
2.57 (1.27,5.99) 0.0050 
2.35 (1.27.4.38) 0.0045 
1.07 (0.649,1.75) 0.8010 
5.04 (2.84,8.95) . 0.0000 











7.3.4.2 Knowledge of cervical smears 
Awareness of cervical smears was associated with urbanisation status. area of 
residence and education. 
Women born in Cape Town (n=46.62%) were significantly more likely to be aware 
of a cervical smear than those born in a former 
'hf,meland'(n= 192,41 %)(X2= 11.49,p=0.0007). 
A significantly greater proportion of women living in the housing area 
(n=58.60.4%) had heard of a cervical- smear than women in other areas 
(n=237.42%)( X2=11.13.p=0.0008). Women who used contraception were more 
likely to have heard of a cervical smear (n= 168,51.1 %) than those who did not 
(n=127,38.6%) (X2=10.33.p=0.00l). Women with 10 or more years of formal 
education (n=29,57%) were more likely to be aware of. cervical smears than 
women with lower levels of education (n=262 .43%). However. this difference was 
not significant. 
Table 11 shows that having 10 or more years formal education. living in formal 

















BORN IN CAPE TOWN 
(BORN IN RURAL AREA) 
LIVES IN HOUSING 
(LIVES IN SITES B&C 
AND GREENPOINT) 
USED CONTRACEPTION 
(DID NOT USE 
CONTRACEPTION) 
(Baseline in parentheses) 
OR 95% CI 
1.74 (1.12,2.71) 
1.94 ( 1.11,3.40) 
1.27 (0.738,2.19) 
1.49 ( 1.04,2.12) 






Figure 4 shows that a higher proportion of the 77 Greenpoint respondents 
(n= 13, 16.5%) did not know where they should go for the following services 
compared with the housing area and Sites C andB: immunization of a baby / 
chlld (n=15, 18.3% as opposed to n=27, 4.7%) (X2=22,24, p<O,OOI); to acqUire 
milk for a baby (n= 13, 15.9% as opposed to n=37, 6.4%) (X2 = 9,09, p=0,0025); 
if a child had diarrhoea (n= 12, 14.6% as opposed to n=28, 4.9%) (Fisher exact 
test p=0,00189); for TB tests (n=14, 17.1% as opposed to n=38, 6.6%) 
(X2=10,82,p=0,001); for an injury (n=34, 41.5% as opposed to n=30, 5.2%) 
(X2=107.46,p<0.00l) and if a family member was 111 at night (n=35,42.7% as 
opposed to n=32,5.6%) (X2= 108. 19,p<0.00l). 
(Figure 4) 
Lack of knowledge of where to go for a cervical smear was associated with marital 
status, education and urbanisation. A greater proportion of married women did 
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other marital status (n=85,29.4%)(X2=4.61.p=0.03l). Similarly a greater 
proportion of women with less than 6 years offormal schooling (n=62 .41.6%) did 
not know where to go than women with higher levels of education (n= 160.31.6% 
(X2=5 .58. p=O.O 18). A significantly greater proportion of women who had been in 
an urban area for less than 11 years did not know where to go for a cervical smear 
(n= 136.37.8%) than women who had been in an urban area longer(n=82.28.9%) 
(5.46.p=0.019). 
In Table 12. multiVariate analysis shows that level of education and urbanisation 
status were explanatory. Variables for lack of knowledge of where to go for a 
cervical smear. 
T&BLE 12 
EXPLANATORY VARIABLES FOR 
LACK OF KNOWLEDGE~OF WHERE TO GO FOR A CERVICAL SMEAR 
VARIABLES OR 95% CI PVALUE 
MARRIED 1.32 (0.938.1.86) 0.1094 
(OTHER MARITAL STATUS) 
EDUCATION 1.52 ( 1.03.2.23) 0.0346 
<6YRS (6+YRS) 
URBAN YEARS 1.41 ( 1.0.1.99) 0.0483 
<IIYRS (11+ YRS) 










7.3.5 OTHER VARIABLES OF INTEREST 
7.3.5.1 Place or birth or last born child 
As can be seen in figure 5 place of birth was associated with area of residence. 
A signlflcantly higher proportion of women in the housing area had last -born 
children who were born in Cape Town than those who lived in Sites B & C and 
Greenpoint (X2=22.60. p<O.OO I). 
A significantly greater percentage of women in the housing area had given b1rth 
to their last born child in a hospital compared than those in Sites B & C and 
Greenpoint. (X2=14.37 p<O.OOI). 
7.3.5.2 Child loss 
Loss of a live-born child was associated with area of residence, age, education 
and number of pregnancies. 
A significantly higher proportion of respondents in Greenpoint had lost a child 
(n=32.41.6%) compared with the those in the housing area and Sites B & C 
(n= 141.25.8%) (X2=8,39. p=O.003). 
Women older than 35 years were more likely (n=116,40.5%) to have lost a live-
born child than younger women (n=53.16.0%) (X2=46.49,p<O.OOO). This was 
also the case for those who had no formal schooling (n=45,57.8%) compared 
with those with who had some level of formal schooling (n=573.25.1 %) 
(X2=22.30.p<O.OOOO). Of those women who had 6 pregnancies or more, 58.8% 
(n=80) had lost a live-born child as opposed to 19% (n=92) of those who had had 
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Table 13 shows that In a logistic regression analysis all these factors were 
explanatory variables for having lost a live-born child . 
. TABLE 13 
EXPLANATORY VARIABLES 
FOR HAVING LOST A LIVEBORN CHILD 
VARIABLES OR 95%CI PVALUE 
NUMBER OF PREGNANCIES 3.63 (2.20,5.99) 0.0000 
6+ «6) 
NO FORMAL EDUCATION 2.50 ( 1.24,5.04) 0.0100 
1+ YR FORMAL EDUCATION 
LIVES IN GREENPOINT 2.28 (1.31,3.98) 0.0039 
(LIVES IN SITES B&C) 
AGE 2.00 ( 1.25,3.20) 0.0041 
35+YRS «35 YRS) 
...... 
(Baseline In parentheses) 
7.4 . DISCUSSION 
Socio-demographic and economic variables (age, area of residence, education, 
marital status, urbanisation status and Income) In varying combinations, 
impacted on health. The relationship between education, urbanisation and a 
large number of health variables is particularly marked. Income showed an 
effect on only one health outcome measure (number of pregnancies). This may 
be due to the fact that only the respondent's Income level rather than that of her 
partner and her household was Included In the analysis. In addition, women In 
Khayelitsha may have constituted too uniform a group In terms of Income levels 
l1m1t1ng the ability to detect associations. In Chapter 5 a strong relationship was 










Except in the case of women living on their own, with no other means of financial 
support, area of residence may provide a better proxy of economic status than 
the individual women's income and employment status. 
The positive relationship between education and fewer children is confirmed in 
this study. Similar findings were reported by Roberts and Rip elsewhere in South 
Africa in 19845 • Basic literacy in women leads to greater power within the family 
leading to them having greater control over their reproductive behaviour. An 
inverse relationship has been found between female education and fertility in 
other countries. Studies in Jamaica. Burkina Faso and Nigeria all found that 
women with a higher level of education tended to have fewer chUdren6 • 
The well known 7 inverse relationship between income and fertility is confirmed 
by the results. It is likely that women with more income also have eaSier access 
to contraception both through their greater purchasing power and by the fact 
...... 
that it may be made available at their places of employment. 
Obviously older women will have had a greater number of pregnancies over their 
life-time. 
More educated women in Kbayelitsha tended to have had their first pregnancy 
at an older age. which is Similar to the findings ofLottet' who found that women 
with high educational status were 1.5 to 2 ye~s older when they gave birth to 
their first child. Studies have found that fertility tends to decrease when 
marriage occurs at an older age leading to fewer children. Education has been 
found to influence this in that marriage is often delayed due to women seeking 
to further their education6 • The fact that younger women were more likely to have 
had a teenage pregnancy tends to confirm an increase in the early onset of sexual 
activity in recent times. leading to an increased teenage pregnancy problem. It 










tiS and this may lead to increased adolescent fertility. Contraceptive services 
ar.ctDfien aimed at married women and other studies in Africa and Latin America 
have shown low contraceptive usage amongst sexually active teenagers6 • This 
indicates a need for special teenage contraceptive services. A special contraceptive 
service opened in Site B, Khayelitsha, in 1992 is a positive step in addressing 
this problem. 
The fact that more recently urbanised women reported greater infertility is likely 
to be related to differing fertility expectations. There is a tendency for rural and 
recently urbanised women to seek larger families than urbanised women. 
Recently urbanised women's fertility tends to be intermediate to their rural and 
urban counterparts6 • Hence problems falling pregnant may be perceived as a 
more serious problem. 
The association between reported gynaecological illness and infertility confirms 
; .... 
the suggestion in Chapter 5 that a large proportion ofthe infertility is as a result 
of sexually transmitted diseases (STDs). Sexually transmitted diseases can 
cause tubal blockage, leading to infertility'l. As many STDs are undetected the 
association with infertility is likely to be stronger than that shown by the results, 
illustrating the serious magnitude of this problem. 
The fact that pelvic inflammatory disease (P~D) constitutes most of the 
gynaecological illness in the informal housing areas is of considerable concern. 
The long-term consequences of PID include chronic pelvic pain, repeated 
occurrence of upper reproductive tract infection, infertility and tubal pregnancy. 
During pregnancy, It increases the chance of spontaneous abortion and prematurity. 
Acute cases of PID require hospitalisation and can be fatal9 • Women in the 
informal housing areas are less likely to have had access to information on 
reproductive tract infections and to health services for their treatment. The 










tract infection such as abdominal pain and abnormal vaginal discharge and the 
failure or Inability to seek treatment could explain the preponderance of PID In 
these areas. The preponderance of vaginal Infections and menstrual problems 
In the housing area may be due to respondents In this area perceiving these as 
problems and seeking treatment. rather than an actual higher Incidence of these 
conditions. 
The association between higher levels of education and Increased use of 
contraception is confirmed. Klugman argues that access to education and 
Income means that women are more likely to be In control of their lives and 
therefore more able to make decisions 'regarding their future including those 
concerning chUdbeartng lO• 
Women with higher levels of education and women who are more urbanised. 
adjusted for age. are more likely to have had access to Information on the 
" importance of cervical smears in preventing cervical cancer. They are therefore 
more likely to have acted on this information by adopting preventive health 
behaviour. The aSSOCiation between use of contraception and having had a 
cervical smear amongst women reflects the fact that family planning services 
were one of the main primary health care sites where cervical smears are 
performed. A simUar association was found in another community-based study 
on knowledge. attitudes and practices to cervical screening in Khayelitsha II. The 
other major site at which cervical smears were known to be performed were ante-
natal clinics. The fact that no association was found between attendence of the 
latter and having had a cervical smear may be attributable to the fact that a very 
small number of women In this population did not attend ante-natal care. 
making differences difilcult to detect. A studyl2 which compared the number of 
cervical smears by age at the Groote Schuur and Tygerberg Hospital- cytology 
• These two hospitals provide laboratory servlcesJor all cervical smears taken at public 










laboratories with that that of the population found that proportlonally far more 
smears were taken amongst younger women. An association between age and 
cervical screening could not be confirmed in this study as respondents were not 
asked at what age they had had a cervical smear. However the association found 
between use of contraception and cervical screening would tend to confirm that 
older women, beyond their reproductive years who are at great risk for cervical 
cancer are disadvantaged with respect to screening. Current policy proposals for 
cervical screening recommend three free cervical smears, 10 years apart 
starting at the age of 30, with the emphasis on screening older women who had 
never had a smear". 
The association between preferred use of private doctors and area of residence 
is a function of the higher socio-economic status of women in the formal housing 
area and the fact that all private general practioners in Khayelitsha were 
geographically located in this area 13. 
The association between lower education and poorer health status reported in 
the literature is confirmed by the association found between lower education 
and more reported acute illness. The association between reported acute illness 
and being widowed needs further investigation. This association may reflect 
poorer socio';economic status as a result of the loss of a male bread-winner 
leading to poorer health status or the effects of psychological factors such the 
mental stress that may occur with widowhood. 
The relationship between age and chronic illness is predictable. The association 
between increased urbanisation and increased reported chronic illess is 
interestlng. This may be a result of life-style changes which occur when living 
• Document Number 13. Summary oj Key Issues on Cancer. Women's Health ConJerence • 










in an urban area which impacts negatively on health status. particularly in the 
area of chronic diseases. such as asthma. allergy as well as cardiovascular 
disease and cancers as described in Chapter 1. The relationship between 
hypertension and increased urbanisation has been well doc.umented 14.18. It may 
also relate to differing perceptions of what constitutes illness with less urbanised 
people who live physically burdensome lives, further from health facilities 
having become accustomed to greater stoicism when Ulleading to less reporting 
of illness. It may also be attributable to to differing patterns in health seeking 
behaviour. 
The proportion of women having lost a child is particularly high for Greenpoint, 
where the younger. least urbanised respondents lived in the poorest environmental 
and socio-economic conditions. Differences in access to health services may be 
an explanatoIY factor. Another factor relating to child loss was the mother's level 
of education. A higher level of education leads to greater knowleqse of disease. 
its symptoms and its treatment options and is likely to increase preventive 
behaviour. Other factors associated with child loss were the child having been 
born in a rural area and a woman having had a greater number of pregnancies. 
The reasons for the association between a greater number of pregnancies and 
child loss are discussed in the preceding chapter. A higher proportion of women 
whose last children were born outside Cape Town lived In informal housing. 
Studies have found 19 that children born outside of Cape Town have the lowest 
tmmunization coverage. Children in the informal housing areas who are more 
likely to have been born outside of Cape Town represent an important target 
group in disease prevention as they are at highest risk for child morbidity and 
morta11ty. 
People who lived in the poorest environmental conditions and who had arrived 
more recently had the least knowledge of preventive health measures and where 










recent arrivals to an urban area, who lived in the poorest socio-economic 
conditions, exemplified this. Women in Greenpoint had the least knowledge 
about where to go for a variety of services. They also showed much lower AIDS 
awareness than in other areas. 
Lack of knowledge of the purpose of performing a cervical smear was particularly 
marked in the informal housing areas, amongst those with less education and 
amongst women who did not attend contraceptive services. Lack of knowledge 
of where to go for a cervical smear was associated with less education and being 
less urbanised. The finding that women who were more urbanised in that they 
saw Cape Town as their home, were more likely to have heard of AIDS, may be 
a function of the greater dissemination of information in an urban area - through 
health institutions. workplaces. educational institutions and through the 
media. The important relationship between higher levels of education and 
increased hkalth knowledge is repeatedly confirmed. The positive relationship 
between awareness of AIDS and education indicates that programmes are 
required to inform all women. especially those who have been denied access to 
formal education. 
Efforts for health promotionvPrevention and improved access to health services 
need to be targeted at residents in the particularly vulnerable areas identified. 
These include reSidents in the Greenpoint area and other poorly serviced or 
unserviced informal housing areas and younger. more recently urbanised 
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This chapter describes aspects of social well-being of women in Khayelitsha and 
their relationship with a number of socio-demographic factors. 
Some measures of assessment of social and psychological well-being include 
positive 'quality of life' indicators such as: the meetlng of basic material needs 
(food, water, sanitation, shelter, clothing and work), the availability of cultural 
and leisure activities, a satisfactory social and sexual life, environmental safety 
and comfort I • Other assessments are made using indicators of social and mental 
pathology such as suicide, homicide, other acts of violence and crime, road 
accidents and lifestyle type abuses. The WHO notes that definitions of psycho social 
health and quality of life, are very culture-specific. AsseSsing women's social 
well-being involves taking into account in addition the effects of gender ineqUity . 
.,.. 
Women's social well-being is linked to a number offactors which include social 
contact, social support and women's role and status. 
Human communication and interaction through social contact is a key component 
ofa person's sense of well-being. Some theories suggest that the main origin of 
self-image and self-esteem is through others'reaction to us2 • Membership ofa 
group or community is important in that it gives a sense ofbelonging3 • Lack of 
social contact can lead to loneliness and in extreme cases of isolation can lead 
to various forms of mental dysfunction. Social contact provides the ties from 
which individual's social networks are constructed4 • Social networks are 
defined by a number of characteristics: their range or size: the multiple roles or 
functions served by their members (. multlplextty): and the extent to which the 
members of the network contribute to feelings of solidarity and cohesiveness 
(density)5. Also important are the quality ofinteraction, frequency, intensity and 











importance of quality and quantity of social contact or interaction. Findings of 
a number of studies5 suggest a stronger relationship between fewer contacts 
(smaller network size) and loneliness for men than for women. Closeness of 
contact and intimacy seems to be more important for women. Hence, particularly 
for women, the quality of social contact is most important. 
Social contact or networks and social support are distinct from each other. 
Social support can be seen as the interpersonal resources (material, SOCial or 
psychological) mobilised to deal with life's stresses and provide assistance in 
copin~. A number of mechanisms in the SOCial environment exist which provide 
social support. This includes institutions, social roles, self-perceptions and 
relationships7. Social contact (relationships with others) is an important basis 
for support as most sources of social support are those with whom we share 
close relationships8. Hence one definition of social support is that it is the 
instruIX!ental (practical), emotional or finanCial assistance that is obtained from 
an individual's social network". Weiss5 has identified six social needs which are 
met through social relationships: feeling nurtured; emotional closeness; sense 
of identification and belonging; reassurance of worth; guidance (advice or 
information); and that persons can be counted on for tangible assistance 
('rellable alliance'), emphasising the support aspect of social relationships. 
Different characteristics and social needs may be important depending on what 
kind of support is sought. Support can also be measured through investigating 
subjects' perceptions of having received support and their satisfaction with it .. 
Roles, or expected patterns of behaviour associated with a particular position 
are defined primarily by age, gender, and class. Two of the main ways roles are 
distinguished are in terms of status and powe~. Status has to do with relative 
value, worth or competence - a person's position or rank in relation to other 










Power indicates control, as illustrated in a definition that states it is .. the ability 
of an individual to effect a change in someone's behaviour - a change that might 
not otherwise occur"IO. 
Gender inequity as a major variable underpinning differences in health patterns 
between men and women has been explored in Chapter 2. Social relations 
between men and women are generally rooted in power relations in which 
women enjoy lower status than men. Inequality. between the sexes and gender 
discrimination is almost universal to varying degrees in most countries of the 
world". Smyke argues that the subordinate status occupied by women is often 
best defined by example: 
"Women are half the world's population, receive one-tenth oftheworld's income, 
account for two-thirds of the world's working hours, and own only one-
hundredth of the world's property" 12 • 
...... 
Klugman et al13•14 argue that women's subordinate position in society is found 
in a number of public domains: gender discrimination at the level of the 
constitution and law; women's lack of access to the political domain and hence 
their lack of power in decision-making; lack of access on the part of all women, 
but rural women in particular, to infrastructure and inferior access to education, 
jobs and income. Patriarchal attitudes are common in the domestic domain 
where work in the home and chUdcare are regarded as 'women's work"5. In the 
home, subordinate relations in their extreme form are reflected in the increasing 
incidence of domestic violence 14. 16 • 
In South Africa., where Black people in general were subordinated and denied 
power under Apartheid, Black women's subordinate position was exacerbated 
by Apartheid legislation, particularly influx control which prevented freedom of 
movement and discouraged female urbanisation 17.18. An additional major obstacle 










has entrenched the subordination of a large number of women by placing them 
under the control of their husband and his family through the bridewealth 
(lobola/bohadl) system. It has also discriminated against women In terms of 
Inheritance and property ownership. 
Women occupy multiple roles including those of wives, mothers, carers of the 
household and the sick and elderly and as members of the paid workforce. 
Women bear most of the practical and emotional responsibility for child care and 
family life. For working class women In particular, their nurturant and multiple 
roles often mean that they have little time or energy left to devote to their own 
needs and well-being. There are gender disparities In the total number of hours 
worked by men and women In most countries. In many developing countries it 
is estimated that working class women work an average of twelve to eighteen 
hours a day as opposed to an average of ten to twelve hours for men 11. Some of 
women's many roles may be also be contradictory and hence additionally 
stressful. .... :. 
Despite their socially subordinate position, women should not simply be seen 
as 'victims'. Many Individual women and groups of women In South Africa have 
displayed strength and resourcefulness In challenging aspects of gender 
Inequality and their oppression more generally I9-21. 
8.2 METHODS 
A limited number of Variables were used to operationalise aspects of women's 
social well-being In Khayelitsha, on the basis of the literature reviewed. These 











Women's social networks: individual contact and satisfaction with this 
and group affll1ations. Group affiliation would also provide an index of 
women's participation in community affairs (for example civic organlsatlons) 
and in organisations which strive to empower women such as women's 
organisations. 
Instrumental (practical) social support through whether women had 
persons they could count on for tangible assistance in times of need for 
chUdcare. 
Social relations between men and women In the home: the domestic 
division of labour, reflecting women's multiple roles and the extent of 
'overwork' and their status in domestic decision-making regarding 










Table I provides a llst of variables used and their definitions. 
TABLE 1 
OPERATIONAL VARIABLES USED 
1. SOCIAL CONTACT 
1.1 INDIVIDUAL SOCIAL CONTACT: Quantity and quality 
Variables 
SOCIAL I Contact With neighbours 
SOCIAL2 . Contact With friends 
SOCIAL3 Contact With relatives 
SATISFY I SatiSfied With contact With neighbours 
SATISFY2 SatiSfied with contact With friends 
SATISFY3 Satisfied With contact With relatives 
NEIGHB Respondent had a neighbour as a best friend 
1.2 GROUP SOCIAL CONTACT 
Variables 
MEMBORG Respondent was a member of an organisation 
ORGI Belonged to a church organisation 
ORG2 Belonged to a cIVic/commun11;y organtsation 
ORG3 Belonged to a women's organisation 
ORG4 Belonged to any other organisation 
2. WOMEN'S DOMESTIC STATUS 
2.1 GENDER ORGANISATION OF HOUSEWORK IN THE HOME 
Variables 










TABLE 1 (CONTINUED) 
HOUSEHWK2 Respondent performed cleaning in household 
HOUSEHWK3 Respondent performed laundry in household 
HOUSEWK4 Respondent performed chiJdcare 
TIMEHWK Amount of time spent on housework 





Whether respondent preferred to work outside the home 
How partner felt about her working outside the home 
Who decided about the spending of the earnings of the 
respondent 
3. SOCIAL SUPPORT IN CHILDCARE 
WHOCARE 1-6 Who cared for children (possibility of 1-6 children) 
under the age of 10 during the day 
OTHCAR 1-4 Alternative carers for children when mother is unable 
to care for them 
4. ATTITUDES TO LIVING IN KllAYELITSHA 










Women were further categorised in terms of individual social contact into 
'isolated', those with 'some contact' and 'not isolated'. 
These operational variables so defined provided the outcome measures for social 
well- being. 
The statistical methods of analysis used are described in detail in Chapter 3. 
Some brief summary points are mentioned. here. 
A social well-being profile of women was obtained by univariate analysis. This 
provided frequency distributions, means, medians and the ranges of different 
variables. 
Socio-economic and demographic variables were examined to determine 










In order to determine the explanatory variables for specific outcomes in social 
well-being multivariate analysis was performed. A priorii decisions and the 
bivariate analyses formed the basis for multivariate modelling. 
A list of all variables used in final models is given in the Table 2 in the box below. 
TABLE 2 - VARIABLES USED IN FINAL LOGISTIC REGRESSION MODELS 
Outcome (dependent) variables 
Having contact with neighbours 
Having a neighbour as a best friend 
Being a member of a civic organisation 
Being a member of a women's organisation 
Performing chUdcare duties 
;...;. 
Using formal chUdcare 
ChUd being cared for by own mother 
Having alternative carer for chUd/ren 
Spending the whole day on housework 
Spending half the day on housework 
Performing the domestic chore of cooking 
Male partner disapproving of female partner working 
Male partner deciding about female partner's earnings 









TABLE 2 (CONTINUED) 
Independent variables 
Age (in years) 
Rural ties (rural home) 
Years spent in an urban area 
Income (in wage categories) 
Education (years of schooling) 
Area of reSidence 
Marital status 
Employment status 
Type of housing 
Place of birth 
Household composition 
8.3 RESULTS 
8.3.1 Social Contact 
249 
Nearly all women spent time with relatives (n=639.97.3%) and neighbours 
(n:;:600.91.6%). and 85.5% (n=562) spent time with friends. The vast majority 
of all· women were also satisfied with their contact with neighbours. friends and 
relatives (93%. 86% and 97% respectively). A very large proportion of women 
(n=567.86.4%) saw a neighbour as their closest friend. Of the 659 women 










interviewed, 89.5% of women fell into the category 'not isolated'. Most (81 %) had 
some organisational affiliation, mostly to a church organisation (n=435 ,81.3%). 
A smaller proportion were members of a civic organisation (n=228,43%) or a 
women's organisation (n= 148,28%). 
As can be seen from Table 3, a model with social contact with neighbours as the 
dependent Variable and area of residence and employment as independent 
variables, showed that having social contact with neighbours was a function of 
being unemployed. No variables were associated with social contact with friends 
or relatives. 




AREA OF RESIDENCE: 
NOT GREENPOINT 
(LIVES IN GREENPOINT) 











As can be seen in Table 4, a logistic regreSSion analysis shows that length of stay 












EXPLANATORY VARIABLES: HAVING A NEIGHBOUR AS A BEST FRIEND 
VARIABLES 
YRS IN URBAN AREA 
20+YRS « 20 YRS) 







LIVES INFORMAL HOUSING 1.61 
(FORMAL HOUSING) 
(Baseline in parentheses) 
95% CI PVALUE 




Table 5 shows that membership of a civic organisation is a function of living in 












EXPLANATORY VARIABLES FOR BEING A MEMBER OF CMC ORGANISATION 
VARIABLES 






(EMPLOYED IN FORMAL 
SECTOR) 
...... 
YRS IN URBAN AREA 
20+ YRS( <20YRS) 
BORN IN CAPE TOWN 
(BORN IN RURAL AREA) 
(Baseline in parentheses) 
OR 95% CI P VALUE 
5.16 (2.60.10.2) 0.0000 
2.42 ( 1.35.4.34) 0.0026 
1.62 ( 1.02.2.57) 0.0379 
1.48 (0.907.2.40) 0.1171 











EXPLANATORY VARIABLES FOR BEING A MEMBER OF CMC ORGANISATION 
VARIABLES 
LIVES IN FORMAL HOUSING 
(INFORMAL HOUSING) 




(EMPLOYED IN FORMAL 
SECTOR) 
~ ...... 
YRS IN URBAN AREA 
20+ YRS( <20YRS) 
BORN IN CAPE TOWN 
(BORN IN RURAL AREA) 
(Baseline in parentheses) 
OR 95% CI P VALUE 
5.16 (2.60,10.2) 0.0000 
2.42 ( 1.35,4.34) 0.0026 
1.62 ( 1.02,2.57) 0.0379 
1.48 (0.907,2.40) 0.1171 










Table 6 shows that membership of a women's organisation was a function of 
living in formal housing or serviced informal housing, age (over 44 years) and 
having a home in a rural area. 
TABLE 6 
EXPLANATORY VARIABLES FOR BEING A MEMBER OF A WOMEN'S ORGANISATION 
VARIABLES 
LIVES IN FORMAL HOUSING / 
SERVICED INFORMAL HOUSING 
(UNSERVICED INFORMAL 
HOUSING) 
HAS RURAL HOME 




(BaseUne in parentheses) 
OR 95% CI PVALUE 
2.00 ( 1.27,3.16) 0.0020 
.,... 
1.95 ( 1.25,3.02) 0.0023 
1.82 ( 1.13,2.94) 0.0154 
8.3.2 Childcare and patterns of childcare organisation for children under 
10 years 










Many women (41 %) reported having sent children to a rural area to be cared for. 
Of those children under ten years of age and resident in Khayelitsha, 54% were 
4 years or younger. As can be seen in Figure 1, for those childen resident in 
Khayelltsha, the chUd's mother was the most common usual carer, followed by 
the chUd's grandmother, formal childcare, an aunt and older siblings. The 
balance (3.4%) of child carers were neighbours, other household members, 
childminders and unspecified carers. Of the 13.4% of children in formal care, 
5.8% of children were in creches/pre-schools and 7.8% in afterschool care 
facilities. 
Despite the fact that they worked, 68.6% (n= 133) of women with children under 
10 years of age and employed in the informal sector continued to look after their 
young children, as opposed to 22.8% (n=49) of those employed in the formal 
sector. (X2=85.85,p=O.OO 1 ,df= 1) The majority (66.2%,n=95) of women employed 
oj ...... 
in the formal sector were in domestic service. While domestic workers were more 
likely to look after their children while working (n=25 ,26 .3%) than other formal 
sector workers (n=6, 12.5%) these differences were not statistically Significant. 
Over a quarter of women (26.5%) replied that they had no one else to tum to as 














Patterns of childcare 
Figure 1 
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Table 7 shows that living in informal housing and being unemployed or 
employed in the informal sector were associated with performing chlldcare. 
TABLE 7 
EXPLANATORY VARIABLES FOR PERFORMING CHILDCARE 
(EXCLUDES WOMEN WITHOUT CHILDREN UNDER 10 YRS AND WOMEN 
WHOSE CHILDREN ARE AWAY IN A RURAL AREA) 
VMWffiL~ OR 
LIVES IN INFORMAL HOUSING 14.6 
(FORMAL HOUSING) 
UNEMPLOYED /EMPLOYED IN 2.49 
INFORMAL SECTOR (EMPLOYED 
IN FORMAL SECTOR) 




<11 YRS (l1+YRS) 
(Baseline in parentheses) 
1.40 
1.27 





As is shown in Table 8, use of formal chlldcare (creche/pre-school or school 
aftercare) is a function of being employed in the formal sector and having no 















EMPLOYED IN INFORMAL 
SECTOR) 
. NO RURAL HOME 
(HAS RURAL HOME) 
LIVES IN NUCLEAR/ 





(WOMEN· HEADED /'ALLIANCE') 
(Baseline in parentheses) 
95% CI PVALUE 
(2.57,7.70) 0.0000 
( 1.22,3.64) 0.0076 
(0.635,1.93) 0.7223 
Table 9 shows that care by the child's own mother is a function of being 
unemployed/ employed in informal sector. having a rural home and being in a 
nuclear or extended household·. 











EXPLANATORY VARIABLES: A CHILD WILL BE CARED FOR BY OWN MOTHER 
INDEPENDENT VARIABLES 
UNEMPLOYED/EMPLOYEDIN 
INFORMAL SECTOR (EMPLOYED 
IN FORMAL SECTOR) 
LIVES IN NUCLEAR/ 
EXTENDED HOUSEHOLD 
(WOMAN-HEAD /,ALLIANCE') 
HAS RURAL HOME 
(NO RURAL HOME) 





95% CI P VALUE 
(4.36,11.3) 0.0000 
( 1.48,3.55) 0.0002 
(1.45,3.58) 0.0003 
As can be seen in Table 10, only living in informal housing was associated with 











EXPLANATORY VARIABLES: HAVING ALTERNATIVE CARER FOR CHILD 
VARIABLES OR 95% CI PVALUE 
INFORMAL HOUSING 2.12 ( 1.17,3.83) 0.0144 
(FORMALHOUSING) 
HOUSEHOLD COMPOSITION: 1.27 (0.770,2.08) 0.3454 
WOMEN-HEAD/,ALLIANCE' 
(NUCLEAR/EXTENDED) 
(Baseline in parentheses) 
8.3.3 Domestic chores (Housework) 
Nearly all women were responsible for the domestic chores of cooking, cleaning 
and laundry (n=645, 98.3%). Figure 3 shows the distribution of time, women ..... 
spent on housework. 
65% of women in full-time formal sector employment, 69% ofthose in part-time 
formal sector employment, 85% of those in informal sector employment and 87% 










Time spent on housework 
Figure 3 
half day (n=347) 
53% 
















RELATIONSHIP BETWEEN EMPLOYMENT STATUS 
AND TIME SPENT ON HOUSEWORK 
EMPLOYMENT STATUS TIME SPENT ON HOUSEWORK 
1/2 DAY LESS THAN UNCERTAIN TOTAL 
OR MORE 1/2 DAY 
EMPLOYED IN FORMAL 
SECTOR (FULLTIME) 
EMPLOYED IN FORMAL 





n= . % n= % n= % 
115 (65) 59 (33) 3(2) 
25 (69) 10 (28) 1 (3) 
118 (85) 20 (15) 0 (0)1 
253 (87) 35 (12) 2 (1) 







Table 12 shows that that being unemployed or employed in the informal sector 












EXPLANATORY VARIABLES: WOMEN WILL SPEND 
WHOLE DAY ON HOUSEWORK 
VARIABLES 
UNEMPLOYED/EMPLOYED IN 
INFORMAL SECTOR (EMPLOYED 






(Baseline in parentheses) 
OR 95% CI 
2.50 ( 1.59,3.92) 






Table 13 shows that only living in informal housing was assocIated with a 












WOMEN WILL SPEND HALF THE DAY ON HOUSEWORK 
VARIABLES 










(Baseline in parentheses) 
1.01 
---1 
95% CI PVALUE 












In table 14, age «45 years) and personal income (earning <R400 a month) are 
associated with the performing the domestic chore of cooking. 
TABLE 14 
EXPLANATORY VARIABLES FOR PERFORMING 
THE DOMESTIC CHORE OF COOKING 
VARIABLES 
AGE 






EMPLOYED IN FORMAL SECTOR 1.60 
(UNEMPLOYED lIN INFORMAL 
SECTOR) 
LIVES IN FORMAL HOUSING 
(INFORMAL HOUSING) 
(Basellne in parentheses) 
1.03 



















8.3.4 Power relations within partnership relations 
While nearly all women (n=647, 98.3%) said that they preferred to work outside 
the home and earn their own money, in 20% (n= 109) of cases women stated that 
male partners would disapprove of them working. Just under a fifth ofall women 
( 17%) reported that they were not working as their partner would not allow 
them to. One fifth of all women stated that their male partners took the decisions 
over the money they earned. Figure 4 shows the distribution of who decided how 
to spend women's earnings 
Out of 647 women, 16.6% (n=110) stated that they did not have a partner. 
Table 15 shows that being married, being unemployed or in informal sector 
employment and having a home in a rural area were associated with a male 
partner's disapproval for his female partner working . 
...... 
TABLE 15 
EXPLANATORY VARIABLES FOR MALE DISAPPROVAL 
FOR FEMALE PARTNER WORKING 
VARIABLES OR 95% CI P VALUE 
MARITAL STATUS: 3.89 (2.08,7.28) 0.0000 
MARRIED (REST) 
UNEMPLOYED/EMPLOYED 3.86 (1.88,7.91) 0.0000 
IN INFORMAL SECTOR 
(EMPLOYED IN FORMAL SECTOR) 
RURAL HOME 2.31 ( 1.28,4.16) 0.0035 
YES (NO) 



















Who decides on female partner's earnings 










Table 16 shows that being married. having a home in a rural area and being 
unemployed or in informal sector employment were all associated with a male 
partner having sole decision-making powers over the spending of the money 
earned by his female partner. 
TABLE 16 
EXPLANATORY VARIABLES: MALE PARTNER DECIDES 






EMPLOYED IN FORMAL 
SECTOR(UNEMPLOYED / 
EMPLOYED IN INFORMAL 
SECTOR) 
URBAN YEARS 
< llYRS (l1+YRS) 


























Table 16 shows that being married. having a home in a rural area and being 
unemployed or in informal sector employment were all associated with a male 
partner having sole decision-making powers over the spending of the money 
earned by his female partner. 
TABLE 16 
EXPLANATORY VARIABLES: MALE PARTNER DECIDES 






EMPLOYED IN FORMAL 
SECTOR(UNEMPLOYED / 
EMPLOYED IN INFORMAL 
SECTOR) 
URBAN YEARS 
< 11 YRS (11 + YRS) 






95% CI PVALUE 
(4.27.17.8) 0.0000 
( 1.10.3.42) 0.0179 
( 1.03.3.50) 0.0317 










Table 17 shows that length of stay in an urban area and age were independently 
significantly associated with having no partner. 
TABLE 17 
EXPLANATORY VARIABLES FOR A WOMAN HAVING NO PARTNER 
VARIABLES 
URBAN YEARS 





BORN IN CAPE TOWN 
(BORN IN RURAL AREA) 
EMPLOYED INFORMAL 
SECTOR(UNEMPLOYED / 
EMPLOYED IN INFORMAL 
SECTOR) 
FORMAL EDUCATION 
6+ YRS «6YRS) 








95% CI P VALUE 
(2.14,9.28) 0.0001 














8.3.5 Attitudes towards living in Khayelitsha 
The majority (n=511, 77.7%) of women said that they liked living where they did. 
Area of residence and type of dwelling had effects on this attitude. A Significantly 
smaller proportion of women living in the unserviced shack areas (n= 125.59.8%) 
stated that they liked living in Khayelitsha when compared with the rest 
(n=384,85.9%) (X2=51.98,p<O.OOOl). Significantly fewer women in the very 
poorly serviced informal housing area, Greenpoint (n=38,46.3%) liked living 
where they did than women in serviced informal housing (Sites B & C) and the 
formal housing area (n=473,82.3%) (X2=52.96,p=0.00). 
8.4 DISCUSSION 
Employment status had the major impact on women's social well-being. 
influencing social contact, domestic burden. chlldcare duties, chlldcare .... 
organisation and some aspects of gender relations. A social division existed 
amongst women in Khayelitsha between women employed in the formal sector 
on the one hand and those who are either unemployed or in the informal sector 
employment on the other. As others have pointed out22 • in the current 
conditions of high rates of unemployment in South Africa, the social division 
between those who have formal Jobs, albeit low paid ones, and those who don't. 
is increasingly significant in its impact on access to some of the basic material 
needs such as food, shelter, sanitation, clothing, education and health facilities. 
Age, household composition, and rural ties are other important determinants of 
social well-being, with place of birth and marital status having an effect on some 
variables. 
The failure to find many asSOCiations between women's personal income and 
their social well-being is a reflection of the unreliability of income data and the 










income alone, Without considering the economic resources of the household 
un1t23.24. In addition it is likely to reflect the effect of a uniformly low income level 
prevaillng amongst women in Khayelitsha, with 80% of reported earnings of 
women in formal and informal sector employment being under R400 a month. 
This creates an insufficient gradient in income to meaningfully measure 
differences on the basis of this variable. 
Women in Khayelitsha were not found to be socially isolated, in terms of quantity 
of contact and satisfaction with their contact. This social contact is a potential 
source of social support. 
Social contact with neighbours is affected by physical avaUab1l1ty and therefore 
employed women are disadvantaged compared With unemployed women. This 
latter finding confirms impressions gained from key informants in the area in 
the indepth interviews conducted prior to the survey, details of which can be 
~~ 
found in chapter 4. 
Women who had spent a longer period in an urban area were more likely to see 
a neighbour as their closest friend. This can be seen as an index of stabU1sation 
in this community. These women were mostly located in formal housing where 
there was less geographical mob1l1ty. This may lead to stronger neighbourhood 
friendships being forged. 
There is widespread membership of church organisations. It has been suggested 13 
that religion often provides meaning to "life in a painful world". In addition, it is 
possible that church groups are seen as 'safe' places for women to congregate 
as males are less likely to oppose their partners joining such groups. There is 
evidence to suggest that these groups provide some camaraderie to women as 
well as an opportunity for individual women to claim some independence from 










KhayeUtsha reports that women church group members stated that they 
actively conspired· with each other to prevent disapproving husbands from 
finding out about their wives attending such groups. However, relations of 
support within these groups are not unequivocal. In workshops amongst church 
group women In KhayeUtsha, it was felt that there was little opportunity to seek 
personal support within this context. In addition, some women may be 
marginalised in terms of access to church groups. For example, the rules of the 
Methodist church women's group exclude young «25 years), single women-. 
Also,. the nature of the tasks of women's church groups frequently reinforces 
their traditional service and care-giver roles. 
A minOrity of women were members of civic organisations which is reflective at 
a local level of women's exclusion from political decision-making. Membership 
of a civic organisation was a function primarily of area of residence. This 
confirms other information obtained about residential organtsatlon and leadership 
structures in Khayelitsha, detailed in Chapter 4. At the time of the survey, a civic 
organisation afflllated to a Western Cape Civic Association had a strong 
presence in the formal housing area. It had spearheaded the resistance to the 
discredited local authority, the Lingelethu West town council. In the informal 
housing area, 'shack lord' leadership which was autocratic in style, prevailed. 
To a lesser extent age and being unemployed or working in the informal sector 
were also predictors of membership of a civic organisation. Older women are less 
likely to perform domestic chores and chlldcare. Increased leisure time may 
enable them to become involved in other social activities. Older women were also 
less likely to have a partner. This too may influence women's ability to 
partiCipate in civic organisations and other political kinds of organisation 14.25. It 
• Personal Communlcatlonfrom Karen Harrtson,formerly the coordinator of the Zlbonele 
Women's WeUness Project. This InformaUon was obtainedfrom workshops the project ran 
with women in the GrilJlths Mxenge. Town 2. Khayelitsha as part of its programme and 










has been suggested that older women have a cultural role in which they have 
more social authority26.27. Hence older women's participation in civic organisation 
may not only be more acceptable but also more worthwhile from the individual's 
perspective, as they are treated With greater respect by other members. 
The finding that unemployed women or those working in the informal sector 
were more likely to be members of a civic organisation may be a chance finding 
attributable to the small number of women members of a civiC organisation 
represented in the sample. It is possible, however, that these women may have 
more time to engage civic activities than women working in the formal sector. 
Only just over a quarter of women were members of women's organisations. This 
reflects the lack of organisation and mobilisation of women at a local level. 
Klugman 14 argues that the lack of consolidated women's organisation at a local, 
regional and national level are an lmportant obstacle to creating conditions 
which improve women's well-being. The fact that women living in formal 
housing and serviced informal housing were more likely to members of a 
women's organisation than those in unserviced areas, may mean that more 
recently urbanised women, living in the poorest environmental conditions, are 
marginallsed from such social networks in the urban area. They constitute an 
lmportant target group for women's organisations. 
The majority of women had devised strategies for practical social support in the 
area of alternative chlldcare. Neighbours were the primary source of such 
support. However, despite the substantial social contact enjoyed by women in 
Khayelitsha, a sizeable minority lacked (instrumental3 ) social support in 
childcare. Women in formal housing were most vunerable. It has been shown 
that closest friends are the commonest resource for support3.5.6. Yet women in 
the formal housing area, who were more likely to have been in an urban area for 
longer, and therefore most likely to have a neighbour as a closest friend, received 












investigation. This may be a function of a larger proportion of women in this area 
being in formal employment and therefore unable to take time off work to offer 
such support. In addition, as they are more urbanised and less likely to live in 
extended family households, they may lack the chUdcare support offered by 
relatives. 
As elsewhere in the world, and particularly in Afrtca and Asia, women bear the 
major burden of domestic chores, even when they do other paid work. According 
to studies in Africa and Asia, women work as much as 13 hours a week more 
than men28•• A study of 835 African working women in South Afrtca found that 
most women worked for between 16 and 18 hours a day29. Many women in 
Kbayelitsha experience the stressful situation of working a 'double shift', 
outside and inside the home. As the results show. married women were 
particularly vulnerable in this regard. The findings show that the majority of the 
182 women employed in full-time formal employment reported working an extra 
;..;. 
28 hours or more a week, on domestic chores. 
Our findings are in line with international experience, that mothers in the 
developed and developing world bear major responsibility for childcare28. 
As can be seen in the multiVariate analysis, a number offactors were independent 
explanatory variables for the performance of childcare. A greater proportion of 
women who had older children (over 10 years of age) did not perform any 
childcare duties. As the ages of these older children are unknown and it is not 
clear whether they were adolescent or adult, no spec1ftc conclusions can be 
drawn. Clearly women in formal employment are less able or unable to perform 
childcare as they are either away from their children for a large part of the day 
or completely absent when they have 'live-in' jobs. Women in formal housing 
may be less involved in childcare, also as a result of being employed. 












The study documents the fact that many (41 %) send children to a rural area for 
chUdcare and for schooling. In this manner relatives in rural areas provide 
chUdcare support in the case of young children. In the case of older children this 
may be a means of providing support to ageing relatives for domestic and 
agricultural chores30• It has also been suggested in Chapter 4 that parents 
reverted to sending children away to a rural area for schooling as they feared 
disruption of their chUdren's schooling in the cities. Amongst those children 
resident in Khayelitsha. a blgh proportion of women looked after their children 
themselves. This may be by choice or due to the lack of availability of childcare 
facilities. as there were only 48 recorded preschool centers or creches in 
Khayelitsha31 • Lack of affordability· is likely to be a further explanation. As 
South African women receive little state or employer support32 in the area of 
chUdcare. relatively few women would be able to afford formal chUdcare. This 
is borne out by the fact that those who do use formal child care are mostly those 
in formal employment and who therefore have a more stable income. Despite 
.,.. 
this. the fact that a significant minority··. of women use fornial child care 
indicates that a need exists for such facilities and that this is being met in part. 
by a large number of unrecorded chUdcare facilities. 
The fact that women with weaker rural ties (those who had no rural home) made 
greater use offormal chUdcare may be related to differing attitudes to reponsibility 
for childcare and greater opportunities for meeting alternative childcare needs. 
• For example. In a workshop conducted under the auspices of the Zibonele Women's 
WeUness Project revealed that many women could not afford crechefees which were 
around R30 a month and that this created problems for them with respect to seeking 
employment. Personal Communlcatlonfrom Karen Harrison. Zibonele Project. 
•• Theflgurefor pre-school care Is sllghUy higher than that estimated by Harrison and 
McQueen31 • They estimated that a total of 3034 preschool children were accomodated in 
recognised creches and educare centres. constituting 4.4% of the total number of pre-
, 











Where relatives looked after children, the pattern of grandmothers and aunts 
playing a major role In the care of the children (particularly of single mothers) 
is conflrmed 15 • 
The finding that most women in Informal sector employment continued to look 
after their chUdren while working has Interesting implications. Women face 
great obstacles to seeking and keeping formal employment. Poor maternity 
provisions and few guarantees of being able to return to their jobs make it 
difficult for women to maintain formal employment through pregnancy and 
childbirth. The difficulties of arranging childcare In the post-natal period and 
during early childhood, adds to these difficulties. Does this force women wanting 
to have children and those with young children Into Informal sector employment? 
Or is it possible that women seek Informal sector employment as this gives them 
greater freedom during the childbearing years and allows them to continue 
looking after·their young children? .... 
Some studies have found the latter to be the case when informal sector women 
operate from their homes. A study In the informal sector In Chatsworth, Durban 
found that the vast majority of women surveyed preferred working from home. 
The commonest reason gtven for this was having young children or disabled 
family members to care for33. In another study amongst women In Botswana34, 
it was found that women saw working from home as an advantage as they were 
close to family and children and In addition could perform domestic chores 
during quiet periods. Clowes35 In her study amongst women in the Informal 
sector In Cape Town also found that many women chose to work In the Informal 
sector as they experienced difficulties reconciling domestic responsibilities with 
formal sector work outside of the home. Notable In this regard were childcare 
responsibilities. Our findings are supportive of this In that women In formal 











chores. Hence It may be less stressful in the context of the need to perform 
domestic chores within their own homes, for women to work in the informal 
sector. 
However the question of'what women choose' needs to be placed in the context 
of the lack of chUdcare facUlties and their lack of affordabUlty as well as the 
domestic division of labour in the home. As all of these factors milltate against 
women working in the formal sector, It becomes d11llcult to disentangle personal 
preferences of women from societal and domestic constraints. As Relbstein33 
states these constraints place women in a situation which entrench them "in the 
'private' sphere of society reinforcing their roles as 'housewives'". 
Further research Is needed into how satisfactory formal sector, employed 
women find chUdcare arrangements from a finanCial and practical point of view, 
as well as how they feel about being parted from their young chUdren for long 
hours. CocJ(36 states that many domestic workers feel that in looking after two 
famUtes they neglect their own chUdren. 
Disapproval by male partners offemale partners working and decision-making 
over money are but two aspects of unequal domestic social relations between 
men and women in Khayelltsha. Marttalstatus (beingmarrted), being unemployed 
or in informal sector employment and rural orientation were asSOCiated with 
patrtarchal attitudes regarding women working and male control over money. 
This association with marital status is confirmed by another study in a serviced 
informal housing area, Grlffiths Mxenge, Khayelltsha conducted in 199237• 
The significant proportion of women in Khayelltsha who stated that they had no 











It Is to be expected that older women would be less likely to have partners due 
to the greater likelihood of widowhood with age. However, the data from our 
survey shows no imbalance in the sex ratios in the population of Khayel1tsha 
from age 35 years onwards. In line with other South African studies 14.37.38.39 this 
indicates that the absence of a partner Is not only a function of widowhood but 
also of the disintegration of conjugal partnerships. Bonnef"O records the 
beginnings of female-headed households in the 1920's as a conscious striving 
for independence from men, particularly economic independence. It has been 
suggested41 that there is an emergence of new family forms in the urban areas, 
centred on women and their chlldren, at least partly as a result of women 
choosing to redefine their relationships with men35• Similar trends have 
been reported by Obbo in Uganda42 • Despite the fact that truly women-headed 
families tend to be in the lowest income categorra·44, it has been found that 
women generally, regardless of class and level of education seek financial 
independe~e to ensure that the household's money was spent responsibly. Our 
findings are supportive ofthls in that married women were reported to have least 
control over the spending of their earnings. Women employed in the informal 
sector and more rurally oriented women (those with a rural home) also bore a 
greater burden of control by male partners, in this regard. The tendency of 
households to converge to a women-headed type with increased stay in an urban 
area Is also conftrmed43 • 
However, it Is likely that even m households where men have formal control over 
earnings, real control Is negotiated and struggled ovef"5·46• and married women 
may wrest more control in some instances than can be gleaned from the findings 
of quantitative research. Based on her research amongst hostel dwellers, 
Ramphele17 argues that "women are-acutely aware of the fragility of the egos of 
their men and the need for men to feel like 'masters in their own domain'" and 
may sk1llfully allow men to feel this without this necessarily being the case. This 
is illustrated by the findings of workshops which were conducted as part of a 











Griffiths Mxenge. Khayelitsha. Women stated: "If a boyfriend drinks and gives 
no money there is no definite solution. Neighbours try to talk but he does not 
often listen." However. in the case of married women, they reported : .... if a 
husband is wasting money. you quarrel and demand all the money." The women 
all said they forced their husbands to allow them to control the money'. 
A researcher conducting qualitative research in Harare, Khayelitsha was told 
that a group of senior members of a women's group beat up the girlfriend of a 
married man whose wife objected to the drain on family resources caused by the 
girlfriend. The girlfriend moved and the husband returned to his wife". 
Interestingly. women church group members have reported that group rules 
allowed single women to have relations with a married man, provided she 
did not accept any financial support from him. These latter examples indicate 
pressure being brought to bear by some women on other women rather than on 
men. 
Environmental conditions play the major role in women's attitudes towards 
living in Khayelitsha. The views of the residents of the Greenpoint area and the 
unserviced 'shack' areas, are directIyrelated to the poor environmental conditions 
which prevail in these areas. KhayeUtsha is far from work and social amenities 
which are concentrated in Cape Town and its immediate suburbs. The physical 
environment is sandy and desolate. It also experiences high levels of violence. 
The number of registered deaths due to trauma amongst younger men «35 
years) in Khayelitsha constitutes 44.8% of all deaths31 • In the light of this. the I 
reported positive attitudes of women to living in Khayelitsha. apart from those 
• 
•• 
Personal communication. Kar~{l Harrlson.formerly coordinator oJthe Zibonele Women's 
Wellness project. 
Personal communication. Anne Jellema. who was conducting research in the Harare area 
of Town 2. Khayelltshafor a PHD In Social Anthropology. The research was unconnected 











lMngin Greenpointand unserviced informal housing, needs further investlgation. 
This may reflect in part the high value placed on living in ones own home without 
the accompanying harassment which was so much part of the influx control 
enforcement of the past. It may also be a reflection of human beings' ability to 
adapt and make the best of dWcult conditions. 
Social well-being is complex. Assessments are heavily reliant on the domain of 
opinions, beliefs and values. Conclusions therefore need to be drawn with some 
circumspection. 
Those aspects of social well-being explored in this study as well as the manner 
of exploration, were limited. A large number of areas of social well-being 
including: detail of the frequency and quality of individual and group social 
interaction; emotional social support; areas ofpractlcalsupport besides childcare; 
and other areas of domestic gender subordination, were not explored. As 
..... 
importantly, women's perceptions of their well-being and their levels of 
satisfaction with their lives, were not examined in any depth. Qualitative 
methods would be more appropriate to such an examination. 
Nevertheless, within the limitations described ,the findings identify some 
women who were most disadvantaged in terms of the aspects of social well-being 
examined. Women who were younger, more rural, unemployed orin the informal 
sector and those living the poorest environmental conditions in informal 
housing were most likely to lack intimate social contact and access to group 
afilllation (particularly civic and women's groups). They also bore the greatest 
burden of domestic labour and tended to be most subject to patrtarchal attitudes 
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This chapter examines the effects of women's social well-being on their health 
status, knowledge and use of services. Details of women's social well-being and 
its determinants are presented in the previous chapter. 
Social well-being is conSidered to be an important aspect of women's health 
status. The World Health Organisation's definition of health stresses that health 
is not only the absence of disease or infirmity but includes emotional and social 
well-being tool. 
Many problems in women's health, for example pregnancy- related deaths, are 
a reflection, in part, of sexual inequality in so far as they are evidence of a neglect 
of women's rights. A lack of confidence and control over their bodies and lives 
by women impacts negatively on their physical and psychological health2 • Many 
issues related to women's health are difficult to tackle without addressing the 
inequality in status between the sexes and without a shift in power in gender 
relations3. For example maternal mortality is affected by the undernourishment 
of girls from birth. The undernourishment of girls is at its most marked in parts 
of Asia. Holloway cites much evidence of discrimination against girls partlculary 
on the Asian sub continent, including selective abortion and infanticide at the 
most extreme side of the spectrum. A study in Pakistan found that the mortality 
rate was 1.5 times higher for girls than for boys, even though given an equal ratio 
of care, male survival rates should be lower. A Harvard School of Public Health 
study conducted in India found that boys were 50 times more likely to be treated 
for malnutrttion than girls even though the condition was 4-5 times more 
prevalent in girls3. Studies in Colombia and Thailand found while the incidence 











likely to request medication or care than women4 • Violence against women, in 
the form of rape or domestic battery is a widespread, women's health problem 
internationally· and is rooted "in women's inequality with men. 
Smyke argues that lfwomen are considered, and hence consider themselves to 
be oflesser value as a result of their lower social status, this impacts negatively 
on their own health and health-seeking behaviours. In addition, where women 
or girls are undervalued and have little political or economic power, less effort 
may be taken to provide them with access to the health care system4 • A number 
of studies show a correlation between increased financial power of women (and 
greater educational opportunities) and their health as well as that of their 
chUdren3 • 
Women occupy multiple roles spanning the domestic and public sphere. 
Multiple roles can lead to increased stress as a result of women having to -contend with often contlictlng demands as well as having to work longer hours 
as a result. This Is exacerbated by a combination of domestic hardship and 
negative work conditions6 • Brand and Hirsch found a strong link between the 
psychological well-being ofmarrled women employed outside the home and the 
satisfactory sharing of household work and chlldcare. In addition, negative 
spouse attitudes towards such employment were linked to higher Job 
dlssatlsfactlon,lowermarttal satisfaction and in tum higher levels of psychological 
symptoms7 • There is evidence that women's nurturant roles result in their being 
more run down physically. This has been found to have negative health effects, 
particularly on single women with chlldren8 • Klugman and Weiner report that 
studies in other parts of Africa have shown that chronic overwork together with 
poor nutrition undermines women's health2 • 
• In Papua New Guinea, 56% of married women In the cities reported being battered. 18% 
had been hospitalised due to this. In the United States. between 22-25% of visits by women 
to emergency rooms arefor Injurlesftom domestic vlolence3. In South Africa It Is estimated 











WhUe studies on the effects of social contact on health show that it is likely to 
have some general disease consequence, there are ditllculties in relating this to 
any particular category of disease°.It is often unclear whether social isolation 
leads to ill health or whether ill health leads to isolation. 
Kaplan 10 argues that there are two types of psychosocial processes important in 
disease aetiology: stressor factors which enhance susceptibUity to illness, and 
protective factors which act as buffers against illness. He suggests that factors 
common to most stressor situations include situations of role conflict or 
ambiguity and of blocked asp1rations~ Social support has a number of dimensions 
and the importance of different kinds of social support and the mechanisms 
through which support occurs varies from individual to individual and between 
different groups. Several studies have found that social support acts as a buffer 
against stress and can positively affect healthll •12• The quality rather than the 
quantity of social contact may be beneficial, as too many demands for reciprocal -support can in fact be stressful. However, the relationship between social 
support and health or illness is complex and appears to be indirect. 
Studies reviewed by Kaplan and Berkmano•10 show that social support acts more 
as a conditioning variable than a direct cause, undermining an individual's 
susceptibUity to various illness outcomes. Social support seems to be protective 
in the presence of stressful circumstances rather than having effects on its 
own 10. Some studies shoWing indirect evidence that the absence of social 
support has negative effects in the passage of disease. For example a study on 
Tuberculosis in Seattle found that TB occured more frequently in socially 
marginalised people10• While another study of the Joint effects of stressor and 
protective factors on outcomes of pregnancy found that a combination of life 
changes and low social support were associated with more complications in 
pregnancy outcomes l3 • A study of the effects of an urban renewal project on 











experienced increased communication, sharing and exchanges of tangible 
support in their original crowded environment and relocation created d1filculties 
for them in meeting these needs 10. Various studies have shown negative effects 
ofsocialtsolation on psychological healthI4•15• Social support may have a more 
beneficial effect in women than men 11.12. 
9.2 METHODS 











Table I shows list of the vartables for the associations examined. 




- no.of pregnancies (fertiltty) 
- problems falling 
pregnant (infertiltty) 
-gynaecological illness 
Health Service use 
-attendance of ante-natal 
care 
-use of contraception 
use of health services when 
ill 





- awareness and knowledge of AIDS 
and its prevention 




- with friends 
- with neigbours 
- with relatives 
Group: 
- member ofa church 
organisation 
- member of a civic 
organIsation 
- member ofa women's 
organIsation 
Social support: 
- alternative care for 
chUd/ren 
.,...~ 
Women's domestic status: 
Gender organisation of 
housework in the home: 
- does cooking 
- does cleaning 
- does laundry-
- performs chUdcare 
Relations of power 
between partners: 
.- - preference for working 
outsIde the home 
- male partner's 
attitude to his female 
partner working 
outside the home 
- decIsIons about 
spending of female 
partners earnings 
Attitudes towards 











Health outcome, knowledge and use of health services variables were examined 
to determine sign1ftcant associations with social well-being variables. Contin uous 
variables were transformed into categorical variables by the insertion of 
cutpoints. 
In order to determine which social well-being variables were the explanatory 
variables for spec1ftc outcomes in health status, knowledge and use of services, 
multivariate analysis was performed. A prioril decisions and the bivariate 
analyses formed the basis for multivariate modelltng. 




Attended ante-natal care 
Non-use of public 
health services 
Awareness of AIDS 
Knowledge of AIDS 
prevention 
Independent variables 
Contact with neighbours 
Having a neighbour as a 
a best friend 
Membership of a church 
organisation 
Male disapproval for female 












No Independent association was found between number of pregnancies , infertility, 
gynaecological illness, use of contraception, acute illness, chronic illness, use 
of private health services, having heard of a cervic8I smear and having had a 
cervical.smear and any of the social well-being variables. 
Table 3 shows that having contact with neighbours is the only explanatory 
variable for attendance at ante-natal clinics. 
TABLES 
EXPLANATORY VARIABLES FOR 
ATTENDANCE AT ANTE-NATAL CLINICS 
VARIABLES OR 95%CI 
HAS CONTACT WITH 5.67 ( 1.30,24.7) 
NEIGHBOURS (NO CONTACT) 
AGE 2.52 (0.608,10.4) 
<35YRS (35+YRS) 
PERSONAL INCOME 1.72 (0.424,6.97) 
R400+ «R400) 
EDUCATION 1.39 (0.222,8.74) 
<6YRS (6+YRS) 
URBAN YEARS 1.34 (0.314,5.70) 
11+ YRS «IIYRS) 
INFORMAL HOUSING 1.16 (0.119,11.4) 
(RESIDES IN HOUSING AREA) 



















Table 4 shows that being a member of a church organisation and having a 
neighbour as a best friend is associated with greater AIDS awareness. 
TABLE 4 
EXPLANATORY VARIABLES FOR AWARENESS 
OF AIDS (HAVE HEARD OF AIDS) 
VARIABLES OR 95% CI PVALUE 
NEIGHBOUR BEST 9.16 ( 1.23,68.1) 0.0019 
FRIEND: NO (YES) 
EDUCATION 2.14 (0.866,5.28) 0.0756 
10+YRS «10YRS) 
CONSIDER CAPE 2.13 ( 1.11.4.12) 0.0188 
TOWN TO BE HOME 
(RURAL AREA) .... 
MEMBER OF CHURCH 2.00 ( 1.03,3.86) 0.0448 
ORGANISATION: 
(NO)YES 
MALE PARTNER 1.50 (0.719,3.12) 0.2881 
OPPOSES WOMAN 
WORKING: 
. NO (YES) 
EMPLOYED IN 1.43 (0.731.2.81) 0.2855 
FORMAL SECTOR 
UNEMPLOYED /EMPLOYED 
IN INFORMAL SECTOR 











Table 5 shows that not belonging to a civic organisation is associated with 
greater knowledge of AIDS prevention. 
TABLE 5: 
EXLANATORY VARIABLES FOR KNOWLEDGE OF 
PREVENTION· OF AIDS (ENGAGE IN PROTECTED SEX) 
VARIABLES 








<45YRS (45+ YRS) 
MEMBER OF A CMC 
NO (YES) 
UNEMPLOYED/EMPLOYED 
IN INFORMAL SECTOR 
(EMPLOYED IN FORMAL 
SECTOR) 
(Baseline in parentheses) 
OR 95% CI PVALUE 
2.42 (0.541.10.8) 0.2677 
0.103xlCJ4 (0.871xI0-6, 0.01790.121xl013) 
,~ 
1.24 (0.341,4.51 ) 0.7412 
1.55 (0.179,13.4) 0.6749 
5.20 (1.03,26.1) -0.0219 












The fact that llmited associations were found between social and physical well-
being is not unexpected. There are so many possible pathways of explanation 
making the exact determination of phYSical well-being complex. This study of 
social well-being was exploratory and l1m1ted in the aspects of social and 
physical well-being covered, and to quantitative findings. The findings illustrate 
the dlftlculty of using statistical analysis such as multivariate moclell1ng to 
analyse the links between social and physical well-being in the context ofa life 
-span perspective. Determinants of precise health endpoints may become 
blurred by the range and interlinked nature (co-variation) of many of the 
variables. Direct asSOCiations between social well-being and physical health 
have proved dlftlcult to show elsewhere9 •1O• Numerous multiple comparisons 
may also have led to some nonsensical associations by chance. Many of the 
variables which make up domestic life are notreadlly amenable to measurement«' . 
.... 
In addition there was a l1m1ted range of health outcomes. Psychological or 
mental health outcomes may have a more demonstrable association with social 
well-being. 
Women In KhayeUtsha may have constituted too uniform a group. For example, 
most shared a s1m1lar socio-economic status and experienced satisfactory SOCia! 
contact and support. Hence a restricted range of many key variables may have 
llmited the ability to detect the subtle effects of social well-being on physical 
health. A study In Japan, in a socially cohesive community, noted few differences 
between people who were sOCially isolated and those who were not socially 
solated and concluded that where social contacts are so routine in the Uves of 
people, the effects of dUJerences may be difficult to measureD. Further research 
comparing women in KhayeUtsha with women in other areas may reveal 












Nevertheless some evidence did emerge for social contact and domestic status 
having effects on health status independently of other socio-demographic 
Variables. Some social well-being Variables in various combinations predicted 
health outcomes of interest. 
Contact with neighbours could positively influence attendance of ante-natal 
care clinics through the transmiSSion of certain 'pro-medical care' values9 • This 
takes the form of knowledge of how to obtain services, observing and adopting 
the preventive health behaviour of others and the tranSmission of knowledge on 
the importance of ante-natal care for mother and infant by neighbourhood 
peers. On the other hand it may be a proxy for other variables - for example, 
women who have contact more frequently with neighbours are likely to be 
unemployed. If pregnant, they may have had more time to attend ante-natal 
care. They are also newer arrivals in the urban area and may have migrated 
specifically to seek health care. 
The fact that women who had a neighbour as a closest friend had greater AIDS 
awareness is likely to be a proxy for other variables. The greater awareness of 
AIDS amongst church organisation members may be as a result of the church 
raising the issue of AIDS as a 'moral' issue. It is most unlikely that belonging or 
not belonging to a Civic organisation negatively affects knowledge of AIDS 
prevention. This Is likely to be a chance finding. 
Which social factors provide support and what are the mechanisms for such 
support in the context of women's lives in Kbayelitsha need to be better 
understood. Further research is necessary to identify which measures of health 
status have a more demonstrable association with social well-being. More 











amongst AfrIcan women In pert-urban communIties. ThIs will contribute to a 
greater understanding of what constitutes stressor sItuations and what are 
supportive actions which buffer against stress amongstworilen In this community. 
More focussed research on women Identlfted by the study as potentially at rtsk 
physIcally and psychologIcally should be conducted. For example the following 
study areas need further Investigation: 
An examination of the socio-cultural factors affecting psychologIcal 
health such as the multiple roles occupIed by the various strata of women 
In a pert-urban community such as Khayelltsha. 
A study of the health impllcations for women and their chlldren, of women 
In the informal sector expertenclng the dual stress of having to work whlle 
at the same time caring for young chtldren. Research In a pert-urban 
comm12'l1Ity in GambIa found Increased rtsk of chlld mortality for chlldren 
of self-employed women 16. 
An examination of Its health effects of the relative socIal Isolation· of 
domestic workers. 
A study of the effects of the unequal domestic dIvisIon oflabour and power 
relations on women's psychologIcal health. 
Indepth qualltative research methods are llkely to add substantially and to 
clarify the manner In whIch socIal, physIcal and psychologIcal well-being relate 
to each other. 
• The social effects of the relative isolation of domestic workers have been extensively 












Both social contact and domestic status are amenable to organisational 
remedies. This presents a challenge to political, community, women's and 
health organisations to construct a concrete agenda capable of addressing 
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10.1 SUMMARY DISCUSSION OF FINDINGS 
The findings show that a stgnitlcant proportion ofKhayelitsha residents lived In 
unservlced Informal housing. The lack of services and poor housing were 
identHled In Chapter 2 as factors contributing to high health risks particularly 
for diseases of poverty, communicable diseases and respiratory diseases. 
Unemployment amongst women was high. Women In formal employment were 
predominantly In domestic service, which was characterised by unregulated 
conditions and terms of employment and low wages. Those In Informal 
employment were mostly located In marglnalised, Irregular Income activities 
such as hawking. It Is therefore not surprising that widespread poverty existed 
even amongst employed women, with nearly all (more than 90%) earning below 
the minimum living level for 1990. The finding that a disproportionate number 
of female-headed households In Khayelitsha had the lowest Incomes follows 
.,.. 
International experience that single women In female-headed households tend 
to be amongst the poorest of the poor. Strong links existed between urbanisation 
status and area of residence In Khayelitsha. The largest proportion of new 
arrivals to the urban area and those with the strongest rural ties, reSided In the 
poorly serviced and unservlced informal housing areas. These women were also 
most likely to be younger and unemployed. While education levels amongst' 
women In Khayelitsha were higher than the national average for South Africa, 
there were low levels of after-school training indicating poor access to acqulslton 
of job skills. This impacts negatively on successful entry Into the job market. 
Employment status had the most marked effect on women's socIal well-being. 
Women who are employed have the potential to be finanCially Independent of 
their male partners. The literature reviewed suggests that women who are 











Subordination to male partners in decision-making in the areas of working 
outside the home and the spending of their earnings affected a significant 
minority of women. Those especially vulnerable to occupying subordinate 
domestic status were married women, those with stronger rural ties and those 
not in formal sector employment. 
Women in Khayelitsha did not appear to be socially isolated. Women employed 
in the formal sector however, experienced greater isolation relative to women 
who were unemployed or working in the informal sector. This apparent paradox 
can be explalned by the isolated nature of work in domestic service, the most 
common area of formal sector employment for women in Khayelitsha. 
Organisational aftlliation was primarily to church organisations with few 
women being members of civic or women's organisations. Young, new arrivals 
to the urban area were most marginalised with respect to membership of civic 
and women's organisations. 
-
As elsewhere in the world, women bore the major burden of domestic chores in 
the home, even when doing other paid work. In general they were only relieved 
of part of this burden when other women were present in the household. The 
effects of the fatigue and stress generated by this extra work could not be 
measured within the context of this study. 
Most women, especially those not in formal employment looked after their young 
children themselves. This must be particularly burdensome for those women 
engaged concurrently in activities in the informal sector. However, despite this, 
as satisfactory childcare is difficult to procure, the possibility of continuing to 
look after children while working may make informal sector work a more 
attractive work option and militate against formal sector employment for 











of all women, lacked social support for chUdcare when in need. Women residing 
in the formal housing area were most vulnerable with respect to social support 
for chUdcare. 
In the areas of health status and knowledge of and use of health services, a 
number of problems were highlighted. 
Teenage pregnancy is an important problem in this community. Hence a 
substantial group of women with high risk pregnancies lives in this community. 
WhUe many women attended ante-natal care, information on the number of 
times they attended and at what stage of their pregnancy was not collected. The 
ability of ante-natal services to identify high-risk pregnancies and prevent 
pregnancy complications in this community is therefore unknown. 
There is extremely high use of injectable contraceptives in Khayelitsha. This 
raises questions of method availability and chOice at health services. WhUe some 
women not using contraceptives may be consciously choosing not to do so, the 
fact that they constituted nearly half of women who were in their reproductive 
years in the study, raises qu stions ofunrnet need for contraceptives. 
A fairly high proportion of women reported infertility. This is particularly 
important in the light of the high proportion of gynaecological lllness reported 
as Pelvic Inflammatory Disease and the association found between gynaecological 
lllness and infertility. Together with the high proportion of PID reported this 
indicated a large hidden SID problem. Possible lack of knowledge of gynaecological 
symptoms amongst women, and problems with health service availability and 











The large proportion (a third) of women using private health services for acute 
lllness. in the context of this poor community. highlights problems with state 
health service avaUability. accessibility and quallty. The reported lack of use of 
traditional healers Is unllkely to be a true reflection of use. An assessment ofthe 
actual use of traditional healers within this community and what health 
problems and needs they address. particularly amongst women. needs further 
exploration. It Is thought that there Is substantial use of traditional healers in 
many communities in South Africa. Traditional healers are increasingly being 
recognised by the medic81 establlsbment as important within the context of 
overall health service dellvety restructuring and may be particularly important 
in the delivety of appropriate health education. 
The extremely poor knowledge of AIDS and lack of reported condom use is of 
great concern. While the prevalence ofHIV infection Is lower in the Western Cape 
than in the rest of the countty. over a third of all notified HIV positive cases in 
.... 
the Western Cape were resident in Khayelitsha. In the light of the known large 
STD problem and the eXistence ofa high proporttonofundlagnosed STDs. action 
in this area Is particularly urgent. 
Relationships were Identified between age. area of residence. education. marital 
status. urbanisation. income and health. The relationship between education 
and urbanisation and health was particularly marked. Education was associated 
with a lower number of pregnanCies. an older age at first pregnancy, higher use 
of contraception. greater ltkel1hood of having had a cervical smear, less reported -
acute lllness and was negatively associated with having lost a liveborn child. 
This confirms the positive effects Identified in the literature between higher 
levels of education and improved health status amongst women. Associations 
were found between women with stronger rural ties and a greater number of 
pregnancies, not having had a cervical smear and poorer knowledge of AIDS, 











knowledge and use of health services. Women who had been in an urban area 
longer also reported more chronic illness, independent of age, conflnning the 
link identified . in the literature between urbanisation and illnesses related to 
industrialisation and lifestyle. 
Women living in the poorest environmental conditions in the Oreenpoint area 
had the greatest likelihood of having lost a child, the lowest awareness of AIDS and 
least knowledge of where to go for a variety of health needs. 
Chapter 9 explores the reasons fo the limited associations found between social 
well-being and physical well-being. In summary, this may be due to a number 
of factors: 
1. a large degree of homogeneity in women's social well-being status as 
defined in Chapter 8, making it difficult to detect differences in social and 
~~ 
physical well-bemg in the study population 
2. an examination of the relationship between social well-bemg and 
inappropriate physical health variables 
3. and the difficulties of detecting cumulative effects of changes in health 
status over a life cycle at one moment in time. 
In addition this may be a reflection of human adaptability to poor conditions. 
Nevertheless. social contact with neighbours was shown to have an independent 
effect on attendence of ante-natal care and greater social contact was found to 











Knowledge of cervical screening was poor. An important gap exists in health 
education and promotion of cervical screening in a population where cervical 
cancer is known to be an important health problem. The association between 
having had a cervical smear and use of contraception tends to confinn the 
suggestion in other studies that opportunistic cervical screening in fam1ly 
planning services has led to greater screening of lower risk, younger women. 
This highlights the need for a more rational national cervical screening policy 
, targeting women at greatest risk. 
10.2 FUTURE RESEARCH POSSIBILITIES 
A number of future research possibilities have been suggested in this theSis. 
Some areas of further research include: 
assessing the quality of ante-natal care services and their appropriate 
"'-
coverage (quantity and timing With the stages of pregnancy) particularly 
of high risk young pregnant women in this community. 
examining in greater detail and depth the effect of women's work 
parttculary in the informal sector and at home on their health. Specific 
studies could include: the effects of women's work burden on their social 
status and the levels of stress experienced and the health effects of caring 
for children concurrently With work in the informal sector. 












silent STDs: what knowledge do women have of the symptoms of 
gynaecological problems and what factors contribute to or discourage 
them from them seeking help at health services. This would contribute to 
the design of appropriate educational programmes and to restructuring 
of services aimed at detecting and managing STDS in women. 
A number of important areas of health were not explored in this thesis and 
represent important areas for future research. These include women's mental 
health and women and violence. 
Inalltheaboveareasoft;esearch,studleswhichincludeintra-urbancomparisons 
and hence less homogeneous populations would add to knowledge of the 
differential health status of women in poor peri-urban areas in South Africa. 
Studies which include a nUx of methods - quantitative and qualitative methods 
of data collection would also greatly enhance our understanding of women's 
health, given the difficulty in defining and measuring relevant variables . 
.,.. 
10.3 PRIORITIES IN IMPROVING mE HEALTH STATUS OF WOMEN 
A gender-sensitive approach to women's health status accords key importance 
to changes in women's socio-economic position. A two pronged approach is 
therefore necessruy to improve women's health status: 
• 
• 
Programmes are needed for the socio-economic development of poor 
African people in South Africa. Special Importance should be given to 
programmes to improve the economic and social status of women in the 
home and in the society. 












For most of its population, South Africa is a developing country with scarce 
resources. The most vulnerable groups of women and prtorlty health problems 
need to be targeted. This study has Identified young, newly urbanised women, 
living In poorly serviced arid unservlced informal housing areas as particularly 
at risk In terms of their socio-economic and health status within a pert-urban 
African community such as Khayelitsha. 
Amongst women In this community, there is an urgent need for programmes to 
address poverty (lack of jobs, Income and adequate housing) and lack of 
education, partlculary skills training appropriate for finding work and to 
promote women's assertiveness and empowerment. Development, leadership 
and women's health programmes could provide vehicles to address these issues. 
Local initiatives exist in Khayelitsha in the form of a number of development and 
health projects. Two women's wellness projects, the Maslkbanylse project under 
the auspices of the Western Cape Branch of the Planned Parenthood AsSOCiation 
and the Zibonele project, a joint tnltlatlve of Department of Community Health 
and Student Health and Welfare Commission (SHAWCO) at the University of 
Cape Town are two examples. The latter was In partan outcome of the research 
conducted for the study presented In this thesis. Numerous other health, 
nutrition, disabled people's, gardening and Income generation projects exist In 
Khayelitsha. 
However the problems facing the Khayelitsha community and others like it In 
South Africa are momentous. Purely local initiatives without substantial state-
assistance run the rtsk of making little impact. A number of local Income 
generation projects for women have been important In building women's gender 
awareness and leadership skills, increasing their self-confidence and self-
esteem. However, there have been deficiencies In providing women with competent 
practical job skills. In addition, it has been dtftlcult In an adverse political and 











on a large enough scale to establish viable jobs and income. Proactive legislation 
and national state programmes such as those proposed by the new government's 
Reconstruction and Development Programme (RDP), with which local 
organisations could make links, are needed if any meaningful impact is to be 
made in changing the socio-economic conditions under which poor people in 
South Africa live. These need to incorporate a specific gender focus to address 
women's particularly disadvantaged position. Legislation such as that outlawing 
gender discrimination in the new South African constitution and other laws 
recognising women's rights such as a proposed law liberalising abortion, are 
extremely important in providing a framework for changing women's status. 
However change Is not facilitated by legislation alone. To the many women living 
In rural and peri-urban areas, social beliefs and practices and lack of knowledge 
will mean that there will be little change in women's traditional roles and status 
and they will be unable to take advantage oflegislative changes. The promotion 
of local and national women's organisations is important. When wQJ1len are 
organised there will be there a greater chance of success In their playing an 
active role In bringing about changes In the gender division of power and making 
tJ1eir needs a priority. Doyal) and Smyke2 document internationally examples of 
improvements to women's status and health made by local and national 
organisations in Latin America and In some Asian countries assisted by 
International women's alliances. 
HIGH PRIORI1Y HEALTH PROBLEMS 
Important health priorities for African women in South Africa exist, a number 
of which have been highlighted by this study. Priority areas include: 













Ante-natal care in pregnancy, delivery and post-natal care for women 
Infertility 
Cervical cancer screening 
Violence against women 
At this time in South Africa's political history, with fundamental changes 
occurring in government structures, including health service structures, there 
is a great window of opportunity to lobby for changes in the focus and service 
delivery of reproductive health. A number of researchers and women's health 
policy· makers have formulated recommendations for health service restructuring 
in these areas. A recent conference was held in December 1994, convened by the 
Women's Health Project at the University of Witwatersrand addressing policy 
issues in women's health. 
Some recommended health service interventions emanatlngfrom various policy 
fora which focus on certain of these areas- include: 
Contraception 
• 
Delinking famUy planning from population control 
See for example: Klugman and Weiner 3. and Rees H. Draft report: Assessment of 
reproductive Health Services In South J'{rlca.focuslng onfamlly plannlng4. and the draft 
policy documents of the Women's Health Project Initiated Women's Health Policy 











Providing community-based information and education to women and 
men about the benefits of contraception 
Improving health service availability and accessibility 
Provision of information on methods and allowing and encouraging free 
choice of method 
Targeting specific groups of unmet need such as teenagers and men 
Considering complementary methods of provIsion of services such as 
community based distribution networks 
Sexually Transmitted Diseases 
community education programmes should be developed to create 
awareness about the transmission and treatment of STDs 
improved screening and diagnostic methods 
more effective partner referral systems 
contraceptive methods within women's control that 
are also protective against STDs 
Male motivation programmes should be introduced to encourage increased 
use of condoms 
Infertility 
Education and prevention of STOS 
Infertility referral. information and counselling should be Incorporated into 












community-based education and information about the importance of 
cervical screening to be developed and implemented nationally 
a polley appropriate to reaching women at greatest risk of developing 
cervical cancer to be developed and conSistently implemented. Current 
proposals suggest that given the scarcity of resources in South Africa, 
provided that more frequent screening is not indicated by an abnormal 
cervical smear, a free cervical smear be performed on women three times 
in their life time, at ages 30,40 and 50. 
Abortion 
.... 
increase community awareness about aborti n 
support legislative change to make early safe abortion available to all 
women who need it 
make available accessible services to all women especially those whose 
access is more diftlcult such as rural and peri-urban women 
There is a need to integrate all these services into comprehensive women's 
health services within a primary health care setting. These services must be 
accessible and affordable, and have a strong llnk with community-based health 












women need to be based on principles which buUd their knowledge and self-
esteem and enhance their control over their bodies. Quality of services, 
particularly in the area of attitudes to clients, needs to be addressed. 
There is no complete generic model for health service delivery. Initiatives at a 
local level need to be informed by specific local conditions in the community 
which they serve. 
Changes in provision of women's health services can only be part of the broad 
process of improving women's health. As argued, improvements in women's 
economic status and their social status are fundamental to any intiatives to 
improve their health status. 
lO.4REFERENCES 
1. Doyal Lesley. What Makes Women Sick. Gender and the Political Economy 
of Health. London: MacmUlan, 1995. In press. 
2. Smyke P. Women and Health. London: Zed books, 1991. 
3. Klugman B. and Weiner R. Women's Health Status in South Africa. Paper 
No. 28. Johannesburg: The Centre for Health Policy, Department of 
Community Health, University of the Witwatersrand, September 1992. 
4. Draft report: Assessment of reproductive Health Services in South Africa, 
focusing on family planning. Johannesburg: Reproductive Health Task 












LIST OF ORGANlSA110NS CONSULTED 
Philant Nutrition 
The Congress of South African Trade Unions (COSATU) 
The Khayelltsha Advice Office 
The Khayelltsha Day hospitals (Site B and Nolungile) 
The Movement of Young Christian Workers (MCW) 
The South African Christian Leadership Association (SACLA) Health Project 
The Student Health and Welfare Committee (SHAWCO) in Khayelltsha 
The Theological and Ecumenical Movement (TEAM) 
The Western Cape Regional Services Council. Health division. Khayelltsha 










(APPENDIX B contiDued) 
8. What is the house made of? 
1- Brick 
2. corrugated iron 
3. Canvas, plastic or sacking 
4. other, specify ....•..•..•... 
RECORD OF IH'rERVIEW 
1. Number of visits to household •••••••.•••••••••••••••• 
2. Number of people who should be interviewed in this household ..••.• ~C== 
3. Number of questionnaires actually completed for this household ..•. ~C== 
4. If you were unable to interview all those you should have, 
qi ve ·reasons why. (1) .................................... . 
" , · ....................................................... . 
( 2) ••••••••••••••••••••••••••••••••••••• 
· ....................................................... . 
.... 
5. In the case of refusal to be interviewed, state the reason 
for refusal. . ....................................... . 











UC'!' DEPARTHEHT OF COItMOJlITY HEALTH 
tJRlWfISATIOB Nfl) HEALTH STUDY 
SUMMARY Nfl) IlfS'1'RUCTION FORM 
INTERVIEWER TO FILL IN BEFORE ERTERING THE HOUSE: 
Card NO~ 
1. Interviewer name ••••.•••••••••••••.•...•..•••••...•.. 
2. Name of area ••••••••••••••••••••••••••••••••••••••••• 
. 51 I I I I I I I I 2. Household number •••.•••.••••••••••••••••••••••• ~~--~~--~~--~--~~ 
3. sampling number •••••••••••••••••••••••••••••••••••••• 
,. IS I 
5. Date ....•••.••••••...•.•.•.•••••••••••..••••••••••••• 
6. How many dwellinqs on this site? •••••••••••••••••••• -
7. What type of house does the respondent 
live in? 
1- House 
2. Shack on serviced site 
3. Shack on u serviced site 
4. Shack in backyard 
5. Tent 
6. Other .••..••••.•...•••••• 
,~rn 











(APPENDIX B continued) 
-1-
UCT DBPAR'l'IIENT Of COIQI[)lfITX DALTH 
URJWfI$ATIOII NfD WOMEN'S JllALTH STUDy 
JIOMM HEAD OF HOUSBIIOLD OJJESTIONlfAIRB 
THIS QUESTIOHRAIRE IS FOR IS '1'0 BE AJlSWERED BY THE WOMAJf HEAD OF HOUSEHOLD. 
IF SHE IS UlfAVAILABLE, THE MOST SElfIOR AIm RESPOIISIBLE WOHAIf III THE 
HOUSE IS '1'0 AJlSWER IT. 'l'HIS SEC"l'ZOIf JlUST BE AJlSWERED BY THE WOMAlf WHe 
DOWS MOST ABOUT THE HOUSEHOLD. . 
IR'l'ERVIEWER '1'0 FILL III THE FOLLOWIIIG PERSOIIAL DETAILS. 
CARD NO. CD 
1. HOUSEHOLD NUMBER: •••••••••••••••••••• 21 I I I I I I I I 
2. QUESTIONNAIRE NUMBER: •••••••••••••••• 
(This nUJDber is the SUla as the respondents nWlber on the census table) 
3. AGE ••••••••••• I~DJ 
4. SEX ••••••••••• ,~D 
5 • RELATIONSHIP •••••••••••••••••••••••• 
6. NAME OF RESPONpENT:.· ..... ···•·.······· 











7. ADDRESS OF RESpoNDENT; ••••••••••••••••• 
....................................... :111 1 I I 
8 PATE OF INTERVIEW; ........................... 40111 1 1 1 I I 
9 • TIME INTERVIEW BEGAN; ••••••••••••••••••• 6S I 1 1 I I 
10: TIME INTERVIEW ENDED; ••••••••••••••••••• ~I I I I I 
11. NAMES AND ADDRESS OF TWO PEOPLE WHO THE RESPONDENT 




CARD NO. ~ 
Address; • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • ,1
0
 I I I I I I I I 
· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . -
Name; • • • • • • • • • • • • • • • • • • • • • . • • • • • • • • • • • • • 
18
1 I I I I I I I I 
· ...................................... . 
U. '----'----L-...L-.-.L---'----l..---I...-...I 
Address; • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •• ~t I I I I I I I ~ 











(APPERDIX B c:cmt1mJad) 
INSTRUCTIONS TO INTERVIEWER 
Three people in each household need to be interviewed: 
(1) The woman head of household 
(2) The male head of household 
(3) One other woman in the house 
The woman head of household answers the longer questionnaire (yellow) 
The male head of household and one other woman in the house answer the 
shorter questionnaire. (green). 
If there is more than one household in the house, all the questionnaires 
must be filled in for the other household as well. 
INTERVIEWER TO TELL RESPORDEH'l' : I All HOW GODIG TO ASK YOU SOME QUESTIONS 
ABOUT WHO LIVES DI YOUR HOUSEHOLD, WHERE YOU COME FROM, THE WORK YOU DO 
ETC. 
I All ASIaHG TBESB QUESTIOHS BECAUSE ALL TBBSE TBIlfGS" CAB AFFECT PEOPLE'S 
HEALTH. FOR BXAIIPLB : lIOII IlUCB IIORBY A PBRSOH HAS AFFECTS WHETHER THEY CAN 
AFFORD TO HAVE ILLHESSBS TREATED tIIIBR TBBY ARB SICK. 
ALL TBB DfFORIIATIOIf I RECEIVE PROJI YOU WILL BE TREATED CONFIDENTIALLY AND 
ONLY USED DI RESEARCH. SOMEOIfB )lAY VISIT YOU AGAIlf AT SOME STAGE ONLY TO 











12. Was the respondent interviewed alone? 
(" 
If no, who was present? 
...................... 
13. Was this the first choice respondent? 
1. IYESI CO EJ SID 
IF HO, 
Who was chosen and why? ...••••..•••••••••••••••.•.• 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 





























2. Can you give me a list of those who cook or eat 
together or who share the money of the household. 
Complete for each household. 
Include the respondent herself on the table and list 
the people fro. oldest to youngest. Reaeaber if there 
is soaeone or acre than one person who lives in the 
house but who is not part of the household, co.plete a 
separate set of questions for that person or household. 
continue on a continuation sheet if necessary. 
Age Sex Relationship 
-
I 
t I I I I --
Marital status Permanent resident 
If no, 
where do they live 
CARD NO @] 






CARD NO W 
:11111111 














INTERVIEWER TO MARK OFF BELOW WHICH CATEGORY THIS PARTICULAR HOUSEHOLD FIT 
INTO: 
1- man, woman and their children. 










woman with her children. 
person living on their own. 
family members and a friend or friends 
staying with them. 
family members and a lodger ( someone 
they don't know well but who lives with 
them and contributes money or goods 
towards the household.) 
man and woman without children 
relatives living together 
Other I ••••••••••••••••••••••••• 
Whom do you regard as the head of your 
household? 
4. Is your house: .... 
1. Rented 
2. Owned 













-------------- ---- --- - - -
-b -
URBANISATION 
I NTERVIEWER TO ASK RESPONDENT THE FOLLOWING QUESTIONS. 
1. Where were you born? 
Wazalelwa phi? 
Place District/Area of the country 
. . . . . . . . . . . . . .. . ................................ . 
2. Where did you grow up ie during your school days or 
before you started working? 
Ukhulele phi? ... 
Place District/Area of the cQuntry 
1) •••••••••••••••• 
2) •••••••••••••••• • •••••••••••••••••••••••••••••• 
3) •••••••••••••••• • •••••••••••••••••••••••••••••• 
4) •••••••••••••••• • •••••••••••••••••••••••••••••• 
Card No ~ 
/I --
al I F··/ 
.1 I I I 
8/ I I I 
II I I I I 











1 . Since school, where have ~·ou moved to, why and when 
did you move there? 
Emva kokuqqiba esikolweni uye wenza ntoni? 
WHERE 
1-.-
( 1 ~ 
WHY WHEN 
· . . . . . . . . . . . . . . . .. .......................... . ......... . 
r------------------~------------------------~~----------~ 
(2) · . .. . . . . . . . . . . . . . .. .................. .. . . . . . .. . ....... . 
~----------------+---------------------------~----------~ 
( 3 ) · . . . . . . . . . . . . . . . .. .......................... . ...... . 
( 4) 
· . . . . . . . . . . . . . . . .. .......................... . ....... . 
4. What place do you reqard as your home? 




Both or either 
other city 
5. Where would you like to live when you 
are old? 




Both or either 
~------. ---.--~~ 
:~ther city I I _____ ~~
,. 
17 I I 
~, --
U I J 
1.7 
", I I 
13 













6. Where did you live IMMEDIATELY before you 
came to live in Khayelitsha? 
Phambi kokuba uze ekhayelitsha ubuhlala phi? 
(Place District/Area of the country 
. . . . . . . . . . . . . . .. . ............................. . 
7. IF THE PERSON DOES NOT COME FROM CAPE TOWN 
ORIGINALLY ASK THIS QUESTION. IF BORN IN CAPE TOWN I 
WRITE I CAPE TOWN BORN I • 
8. 
9. 
Why did you come to live in cape Town? 
Yintoni ekwenze ukuba uze eKapa? 
Do you still have any of the following 
back home? 
Usenalo ikhaya emva? 
l. a house or room 1./YES/ 2./NO/ 
in a house 
2. land 1./YES/ 2./NO/ 
3. livestock 1./YESI 2./ NO I 
4. spouse 1. 1 YES / 2·INO! 
5. children 1.IYES! 2·INO/ 
6. other relatives 1.1 YES! 2./ NOI 
IF YES TO ANY OF THE ABOVE, 
~~ 
Where? ............................................... 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 


















10. Do you send qoods or money 
to anyone back home? 
Uyathumela na ekhaya? 
IF YES, 
To whom ? ............................. . 
Kubani? 
Where (Place and area)? •••••••••••••••• 
Phi? ........................................ 
EDUCATIONAL STATUS 
11. What was the hiqhest standard that you 
passed at school? 
12. 
Uphumelela eliphi ibanqa esikolweni? 
............................................ 
Do you have any traininq 
s.c;!loolinq? 
Unalo na olunye uqeqesho 
IF YES, 
What traininq? (specify) 
Loluphi? 





. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 












U. 1)0 you have a job? 
TJyaphangela na? 
1.1 YES I 2 ·1 NO I 
. J 
IF NO, 
Skip the next questions 
and start with question 
20 on paqel2,. 
IIF YES, 
con1:inue with question 14 
FORMAL SECTOR EMPLOYMENT 
14. Who are you employed by? 
Uphangela ph!? Uqeshwe nguban1? 
............................................. 
15. What sort of work do you do at your job? , -
Wenza msebenz1 mni? 
Job description position 
. . . . . . . . . . . . . . . . . . . . . . . . . . .. . .................. . 
16. Is your job a full - time one? 
Ngumsebenzi osisigxina na? 
Unexesha elingakanani? 
17. How long have you been working in this job? 
.......... . years ........... months 
,,0 













Are you paid 
nqeveki okanye nqenyanqa 
weekly or monthly? 
1. IWeeklyl 2. I Monthly I 
IF WEEKLY, 
Ukuba wamkela nqeveki uqikelela 
ukuba uphakathi kwale mivuzo? 
How much money do you receive per week 
E.ru:.. week i 
1. Under R 50 a week 
2. R 51 - R 100 a week 
3. R 101 - R 200 a week 
4. R 201 - R 300 a week 







How much money do you receive per month? 
-
Per month 
1. Under R 200 a month 
2. R 201 - R400 a month 
3. R 401 - R 800 a month 
4. R 801 - R 1200 a month 
5. R 1201 - R 1600 a month 
6. R 1601 - R 2000 a month 
7 . R 2001 - R 3000 a month 




















Ingaba ikhona into oyenzayo eyingeniso? 
19. Do you do anything else to earn 
extra money? 
1.IYEsj 2. H) 
~....-....-----~----....-~ r-....---....-~....---....-....-----....-----....-~ 
IF YES, IF NO, 
Go to question 21 Go to question 28 on paqelS. 
FR0M QUESTION 13: NO JOB STATED. 
20. 
Unalo na uncedo olwenzayo apha 
Do you bring in any money or 
goods into the household? 
IF YES, IF NO, 
Go to question 21 Go to question 25 on paqe '4 . 
INFORMAL SECTOR: 
Wenza ntoni? 
2l What do you do? 
................................................. 
zinto zini ozisebenzisayo? 





























1. /weeklY/ 2. IMOnthlY/ 
IF WEEKLY, 
Wenza malini nqeveki okanye nqenyanqa? 
How much money do you receive per week? 
llZeek~ 
Under R 25 a week 0 
R 26 - R 50 a week 0 
R 51 - R 75 a week 0 
R 76 - R 100 a week 0 
R 101 - R 200 a week 0 
R 201 - R 300 a week 0 
Over R 301 a week 0 
IF MOH'l'HLY, 
HOw much money do you receive per month? 
fez: mQctb 
1. Under R 200 a month 0 
J. R 201 - R400 a month 0 
1. R 401 - R 800 a month 0 
5. R 801 - R 1200 a month 0 
G. R 1201 - R 1600 a month 0 
7. R 1601 - R 2000 a month 0 
lI. R 2001 - R 3000 a month 0 














IF THE PERSON IS ALTOGETHER UNWILLING OR UNABLE TO GIVE 
INFORMATION ABOUT THE AMOUNT OF MONEY THAT THEY MAKE, 





oluqinisekileyo 0 Regularly 
olungaqinisekanga 0 Irregularly 
Alukho ungeniso 0 Hardly ever 
Unaye na umncedisi? 
Do you employ anyone? 2·I NOI 
IF THE PERSON HAS A JOB IN EITHER THE FORMAL OR INFORMAL 
SECTOR, GO ON TO QUESTION 28. ASK ONLY IF PERSON IS 
UNEMPLOYED. 
25. If you are not working outside 
the horne at present, are you looking for work? 
Ukuba awuphangeli uya wufuna na umsebenzi? 
IF NO, what is the reason? 
Kutheni? .......................... ~ 
Wawukhe waphangela na? 
26 . Have you ever been employed? 
Ixesha elingakanani? 
27. How long have you been out of work? 















1') BE ANSWERED BY ALL RESPOHDENTS ( EMPLOYED IN FORMAL 
Oil INFORMAL SBC'l'OR OR UNEMPLOYED) 
2/l. 
Unayo na ingeniso ngaphandle komvuzo? 
Do you get any money other than ~ ~ 
from work you do ? 1.~ 2.~ 
IF YES, 
!,pecify Chaza okanye cacisa ................................................. 
r _ •••••••••••••••••••••••••••••••••••••••••••••••• 
(l'rompts: Rent, loan, grants, UIF, rami ttances 
from family etc.) 
IF YOU ARE INTERVIEWING A MAN STOP AT THIS POINT! 
TO BE ANSWERED BY WOllEN ONLY 
STRESS 
HOUS&.../ DOMESTIC WORK 
1. In your home - do you do any of the following: 
Phakathi kwekhaya ngaba wenza enye yenzi zilandelayo? 
cooking ukupheka 




1 .1 YES 12 ·1 NO I 
1 .) YES )2 .) NO ) 
IYESI INol 











2. If YES to any of the above -
How much time of your day is spent on 
domestic work? Ingaba uthatha ixesha el1nga kanani? 
.................................................. 
(Prompts: 1. whole day 2. half the day 3. less than 
hdf the day.) 
AT'rITUDES: 
3. Do you prefer to earn own money? 1.1 YES 12 .1 NO 1 
Ungathanda ukuzingenisela eyakho 
imali? 
4. If you have a husband/ boyfriend/ partner, how 
does he feel about you working outside the' home 
and earning your own money ? 
Ukuba unomyeni okanye umlingane ingaba uyathanda 
na ukuba usebenze ngaphandle kwe kbaya 
uze nengeniso ,. -
· ................................................ . 
· ................................................ . 
· ................................................ . 
5. Who decides what should be done with the money/ 
goods you bring into the household? 















6. Who usually looks after your younq children 
(under ten years) durinq the day? 
Nqubani odla nqokujonqa abantwana bakho abanqa phantsi 
kwemlnyaka elishumi? 













Nqubani obajonqayo xa umlondolozi enqaphumeleli? 
Who looks after them when the usual carer 
is unable to? 
· ........................................ . 
· ........................................ . 
· ........................................ . 
















8. Do you spend time with neighbours, 
friends or relatives? 
Uchitha ixesha na nabamelwane nezihlobo 
okanye nezizalwane? 
II fTERVIEWER TO HAKE A CROSS FOR WHICH EVER APPLIES. 
Neighbours Yes No 
Friends Yes No 
Relatives Yes No 
9. Are you satisfied with the amount of time you spend 
with friends, neighbours and relatives? 
10. 
11. 
uyaneliseka bubungakanani bexesha olichitha kunye nabo? 
Neighbours Yes No 
Friends Yes No 
Relatives Yes No 
Ubona omnye wabamelwane bakho njengesihlobo 
esisenyongweni? 
Do you see any of your neighbours ~ 
as your closest friends? 1. ~ 
Do you belong to any §J 
organisations? 1. YES 
Ingaba ulilungu minye i7m.mibuthO 
elandelayo 
IF YES, which: 
Church YES NO 
Civic/ community YES NO 
Women YES NO 



















12. How do you like living where you live and why? 
Uyakuthanda na ukuhlala kule ndawo ukuyo? Kutheni? 
· .................................................... . 
· ................................................... . 
· ................................................... . 
· ................................................... . 
" 
I All NOW GOING TO ASK YOU SOME QUESTIONS ABOUT WOMEN'S 
HEALTH AND ILLNESSES. 
-PREGNANCY, CHILDBIRTH AND CHILD DEATHS 
1.1 Have you ever been pregnant? 
Wakha wanzima? 
IF NO, 
Skip the following 
questions. Start with 
question 2 on paqe 22.. 













How many times? ••••.•••• 
Amaxesha amangaphi? 
1.3 Of these times, what was the outcome of 
the pregnancy? 
Kula masu yaba yintoni isiphumo? 








1.4 Of your children that were born 

























1.5 If yes, could you tell us : 
Ungandichazela ngabo 
k~'Age when died Year when died What did slhe die 
· . . . .. ............. ................ . .............. . 
· . . . .. ............. ................ . .............. . 
· . . . .. ............. ................ . .............. . 
· . . . .. ............. ................ . .............. . 
· . . . .. ............. ................ . .............. . 
If respondent does not know age: 1. not yet walking 
2. walking 3. not yet at school 4. at school 
.6 How old were you when you were first ••••••••.•••.• 
pregnant? . 
Wawuneminyaka emingaphi kowokuqala umtwana 
1.7 If your last pregnancy was within the 
last five years, did you attend any 
clinics or hospitals for check - ups 
during the pregnancy? 
Ukuba ubukhe wanzima kwiminyaka emihlanu edlulileyo, 
uJthe way a kuhlolwa kwiziko lempilo ngelixesha, ubunzima 
' ... 1.1 YES I 2 ·1 NO I 3. NO PREGNANCY IN 
LAST 5 YEARS 






Umbelekele phi umntwana wakho wokugqibela? 
Fill in both tables. 
Cape Town 1. Clinic 
Rural homeland 2. Hospital 
Rural 'white farms 3. Home 











1.9 When was your last child born? (Year of birth) 
2. Did you ever want to fall 
pregnant and couldn't ? 
{.qakhe wafuna ukuba nomntana waze awabinakho? 
{l·IYESI 2. H 
IF YES, 
what did you do about it ? 
.................................... 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
3 . KNOWLEDGE OF PAP SHEARS. 
3.1 Have you ever heard of a PAP SHEAR? 1.1 YES I 2·1 NO I 
Ukhe weva nge pap smear? 








3.3. Were you ever asked to go back to the 
where you had it done for regular follow 









1:-"'-' -r---I"/ 1--'--1 ...,..-,/ 1 
S1 












4. I. Do you use any method of §] EJ 
contraception? /1. YES 2. NO 
Ingaba ikhona na into 
oyenzayo ukukusela okokuba ungakhulelwa kwakhona? 
J 
IF YES, 
Please specify what methodes) you use at 
present: 
.......................................... 
4.2 Did you choose this method of your own free will? 
................................................ 
5. ILLNESS 
5.1 Have you had treatment for a gynaecological 
condition over the past 3 months? 
... IF YES, 
What? ....••..•.••••.••••••• 
6. AIDS 
6.1 Have you ever heard of AIDS? 2·EJ 
6.2 What do you understand by it? 
· .................................................. . 
· .................................................. . 
6.3 What do you think can be done about it? 
· .................................................. . 











INTERVIEWER TO TELL RESPONDENT: 
I AM NOW GOING TO ASK YOU SOME QUBS'l'IONS ABOUT WHICH HEALTH SERVICES YOU 
AND OTHER PEOPLE IN YOUR HOUSEHOLD USE WHEH YOU OR THEY ARE SICK. 
1. Should you become ill, where would you qo for 
assistance, who would you see and why would you use this? 
Xa unokuqula unqaya kufuna uncedo phi? 
Place Health worker 
1 .......•... ~ · ...................... 
2 •••••••••••• · ...................... 
3 •••••••••••• · ...................... 
4 •••••••••••• · ...................... 
,,,,,-, 
2. Have you or has anyone else 
in your household been 
sick over the last two weeks? 





CARD NO BJ 
% 
I I I I I 
I 
I I I I I 
i .... 
I I I I I 
» 
I I I I I 
Inqaba kukhe kwakho oqulayo kweiveki ezimbini ezidlulileyo? 
3 • Have you or has anyone else 
use of any of the health services 1 Yes 2 No 
in your household made EJ ~ 
over the past two weeks? ~ 
Inqaba kukho umntu walapha ekhayeni kweziveki zimbini 
~~1;':;~U:::Ot::::uce~li::e':~Z1kO emp11o? 














Who (person) Medical reason service 
19ama Isizathu soncedo 1ziko 
4. Are you or anyone else in your 
household being treated for any ~ ~ 
illness or condition at prese~l.~ 2.~ 
IF YES, ~ r---- l 
Fill in the table IF NO, 
Go to question 7 
Who (person) Medical reason Service How 
19ama 1sizathu Iziko often 
soncedo 
Transport used Length of time 
Isithuthi to get there 
Ixesha 
i 
Transport used Length of time 
Isithuthu to get there 
1xesha 
cost of Cost of service 
transport Ixabiso loncedo 
1xabiso 
Cost of Cost of service 
transport 1xabiso loncedo 
1xabiso 
281 I I I I I I I I I I I I I I , 
~31 I I I I I I ! I I I I I I I I 
:: : : II : : : : : rt:+I+1 
I 81 I I I I I I I I I I I I I I I 
31 I I ! I ) ) I ! ) ) ) ) I ) I " 
~8D 
11-1 
I I I I I I I I I I I I I 
CARD NO I I 
I I I I I I I I I I I I I 
I~ 
I II II I I I I I I I I .,. 
I I I I I I I I I I I I I 
" I I I I I I I I I I I I I 
,-~ CARD NO 12 










ONLY TO BE ASKED IF THE RESPONDER'!' USED SERVICES. 
5. Were you satisfied with the quality 
of the services you used? 
L I Yes I 2 • I No I 
6. Were you satisfied with the attitudes 
of the staff of the services you used? 
L lyes) 2. INo) 
7. Are there any health services your 
area that you know of, but have never r:::l ~ 
used? 1.~2.~ 



















8. Where would you go for the following 
For immunisation of your baby/child 
To buy milk for your baby/child 
If your child has diarrhoea 
For TB tests 
For a PAP test 
If you had cut/injured yourself so that 
it needed bandaging and/or stitches. 
If you had a member of your family who 
became ill at night 
..... 





· ....................................................... . 
· ....................................................... . 
· ....................................................... . 
· ....................................................... . 
· ....................................................... . 
· ....................................................... . 

































Place of birth: Cape Town, other city, 
white farm, former 'homeland' 
Town in which respondent first grew up 
Any town to which respondent moved while 
growing up 
Any additional town to which respondent 
moved while growing up 
Area of country corresponding to 
GROWPLACl 
Area of country corresponding to 
GROWPLAC2 
Area of country corresponding to 
GROWPLAC3 
First town moved to during adulthood/after 
school 
Area of country corresponding to PLACMOVl 
Reasons for first move 
Year in which first move made 
Second town moved to during 
adulthood/after school 
Area of country corresponding 
to, PLACMOV2 
Reasons for second move 
Year in which second move made 
Third town moved to during 
adulthood/after school 
Area of country corresponding to PLACMOV3 
Reasons for third move 
Year in which third move made 
Fourth town moved to during 
adulthood/after school 
Area of country corresponding to PLACMOV4 
Reasons for fourth move 



















MARS TAT 1 
HOUSECAT 
Geographic residential areas 
of Khayelitsha: Housing, Site 
B, Site C and Greenpoint 
Type of housing: house, informal dwelling on 
service site, informal dwelling on 
unserviced site, dwelling in backyard, tent, 
other. 
Material dwelling made of: brick, corrugated 
iron, canvas, plastic or sacking 
Age in years of respondent 
Of respondent 
Marital status of respondent: married, ~ 
single, living together, divorced/separated, 
widowed 
Household composition: 
1. man, woman and their children 
2. man, woman, their children 
and relative/s 
3. woman with her children 
4. person living on their own 
5. family members and a friend/s 
6. family members and a lodger 
7. man, woman without children 
8. relatives living together 
These categories were grouped to form 4 main categories: 






Whoever was regarded by respondent at the 
head of the household 
Whether dwelling was: rented, owned, free 
(no payment), or sublet 
Number of years of formal schooling 
Any post school training: Yes, No 



























Amount of weekly salary categorised into 




(5) over R301 
Amount of monthly salary categorised into: 







(8) over R3001 
Whether respondent was employed in 
informal sector 
Place of employment in informal sector 
(type of activity) 
Whether salary was paid weekly or monthly 
Amount of weekly salary in categories 
Amount of weekly salary in categories 
Whether money was earned r~gularly, 
irregularly or hardly 
ever 
Whether respondent was looking for work 
Reason for respondent not working 
Whether respondent performed domestic 
chore of cooking 
Whether respondent performed domestic 
chore of cleaning 
Whether respondent performed domestic 
chore of laundry 
Whether respondent performed childcare 
Amount of time spent on housework: whole 
day; half day; less than half day; 
uncertain 
Whether respondent preferred to work 
outside the home 
































Area of country respondent regarded as 
'home' 
Area of country in which respondent wished 
to live when old 
Town in which respondent lived before ' 
residing in Khayelitsha 
Area of country in which respondent lived 
before residing in Khayelitsha 
Reason for respondent's move to Cape Town 
Possession of a rural home/house 
Possession of rural land 
Possession of rural livestock 
Has a spouse in a rural area 
Has children in a rural area 
Has relatives in a rural area 
Where respondent h s TIESl-6 
Whether respondent remits money 
or goods to a rural area ,. 
To whom remits 
Town to which remits 
Area of country to which remits 
Whether respondent was employed in formal 
sector 
Place of employment in formal sector 
(sector of employment) 
Position in which employed 
Whether job was a full-time one 






















Age (in years) at which first pregnancy 
occurred. 
Did respondent attend Ante-natal care if 
she had been pregnant in the preceding five 
years 
In which area of the country was the 
respondent's last child born 
Whether last born child was born at a 
health facility (hospital, clinic, MOU) or 
at home 
Had respondent ever experienced problems 
falling pregnant 
What did she do about her problem falling 
pregnant 
Had respondent been treated for a 
gynaecological illness in the preceding 3 
months 
What gynaecological illness was treatment 
sought for 
Had respondent heard of a ce!rvical smear 
Had respondent heard of AIDS 
What did respondent know about AIDS 
What did respondent think could be done to 
prevent AIDS 
Morbidity and health service use 
HAVE PAP 
WHERPAPl 





Had respondent ever had a cervical smear 
Where was the first cervical smear 
performed 
Who performed the first cervical smear 
Was respondent asked to go back for any 
follow up for a cervical smear 
Did respondent use any method of 
contraception 
What type of contraception was she 
currently using 









WHODECID Who decided about the spending of the 
earnings of the respondent 
WHOCARE1-WHOCARE6 Who cares for children (possibility of 1-6 


















Respondent had no child under 10 years of 
age 
Alternative carers for children when 
mother is unable to care for them 
Did respondent have contact with 
neighbours 
Did respondent have contact with friends 
Did respondent have contact with relatives 
Was respondent satisfied with contact with 
neighbours 
Was respondent satisfied with contact with 
friends 
Was respondent satisfied with contact~ith 
relatives 
Did respondent have a neigHbour as a best 
friend 
Was the respondent a member of an 
organisation 
Did she belong to a church organisation 
Did she belong to a civic/ community 
organisation 
Did she belong to a women's organisation 
Did she belong to any other organisation 
Did respondent like living in Khayelitsha 






Had respondent been pregnant 
How many times 
What were the outcomes of all her 
pregnancies: live-birth; stillbirth; 
miscarriage 












Where would respondent go to have a 
cervical smear taken 
Where would respondent go to for an 
injury 
Where would respondent go to for an 






























Had respondent had an acute illness 
in the preceding two weeks 
Did she seek treatment at a health 
service for this illness 
What was the acute illness 
Which service did she seek 
treatment at 
What transport was used to get to 
the health service used 
How long (in hours) did it take to 
get to the health service used 
How long (in minutes) did it take 
to get to the health service used 
How much (in SA currency) did it 
cost for transport to the health 
service used 
How much (in SA currency) did it 
cost to attend the health service used 
Had respondent had a chronic illness ~ 
the preceding three months 
What was the chronic illness 
Which service was used for the 
chronic illness 
How often did the respondent need 
to attend the health service for the 
chronic illness 
What transport was used 
How long did it take to get there 
What was the cost of the transport 
What was the cost of the service 
Where would respondent go to have a 
child immunized 
Where would respondent go to obtain 
milk for an infant 
Where would respondent go if a 
child had diarrhoea 









(APPENDIX D continued) 
attached form. Ask respondents questions for information 
required in columns 5 -6. Ask for any documents which they 










REPEATABILITY STODY SCBBDOLE 
Instructions to interviewers: 
Go back to the repondents in houses on the lists given you 
and ask if you can repeat a few questions. 
1. First ask her if she was visited and interviewed by and 
interviewer. Show her the yellow questionnaire to see if she 
recognises it. If the answer is no, note this down and do 
not ask any further questions. If the answer is yes, ask the 
following questions. Stress that you won't take up much 
time. 
Questions 
1. (Question no. 3 Page 1) 
How old are you? 
2. (Question 7, Page 2) What is your address? 
3. (Question 1, Page 4) Take a census again of all people 
permanently living in the dwelling. 
4. (Question 1, Page 6) Where were you born? 
5. (Question 11, Page 9) What was the highest standard you 
passed at school? 
6. (Question 3, Page 16) Do you prefer to earn you own 
money? 
7. (Question 8, Page 18) Do you spend time with 
neighbours, relatives or friends? 
8. (Question 3.1, Page 22) Have you ever heard of a PAP 
smear? 
9. (Question 4, Page 25) Are you being treated for any 
illness or condition at present? 
VALIDITY STODY SCBBDULE 
(Interviewers other than the original ones conducted the 
validity study) 
Instructions to interviewers: 
Go to the repondents in houses on the lists given you and 
ask if you can ask them a few questions and look at few 
documents. Observe and note information for columns 1-4 on 
